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Dyschromatosis Symmetrica Hereditaria* 
By 
YosHIO YOSHIDA, M. D.T 


Clinical manifestations of pigmentary disturbances of the skin are more 
complicated in the yellow race than in the white or black races. Therefore, 
there can be found in Japan such pigmentary dermatoses as have never been 
reported in foreign literature. Dyschromatosis symmetrica hereditaria is a good 
example. This disease was reported independently by Komaya, Matsumoto 
and by Toyama under three different designations and the name by Toyama, 
dyschromatosis symmetrica hereditaria, is generally used in Japan. However, 
the independence of this disease is not well established. 


Symptoms. This disease occurs usually on exposed surfaces such as the 
face and the backs of hands and feet. On the face, frecklelike pigmentations 
appear symmetrically and disseminatedly on the forehead, the bridge of nose, 
the cheeks, the lobes of ears and around the lips, varying in size from a pinhead 
to a split-pea or larger, having a yellowish or darker color ( Fig. 1). On the 
backs of hands and feet, similar pigmental spots, though darker and larger, 
mingled with reticulated depigmentations occur disseminatedly or groupedly at 
some places ( Fig. 2, 3). Furthermore, these spots appear sometimes on the 
forearms and legs and even on the upper arms and thighs but never on the palms 
or soles. Freckle-like pigmental spots such as found on the face present them- 
selves occasionally also on the neck, breast and shoulders. However, no other 
changes as erythema or atrophy can be found. 


Frequency. Higuchi and Boku ( 1939 ) collected 78 cases in 58 families 
with this disease from Japanese literature, and Toyama and Omori ( 1949 ) 
studied on 84 cases. Recently Morita ( 1952) collected 22 cases from Japanese 
literature from 1939 to 1950. In the Dermatologic Clinic of Tohoku University 
Hospital, 26 cases were observed during the past 26 years. 


* Specially contributed to this Journal. 
t From the Department of Dermatology, Faculty of Medicine, Tohoku University 
Japan. Director: Prof. M. Ito, M. D. 
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Age. These pigmentary spots are commonly present at or shortly after 
birth, im infancy and very rarely later in life. The majority of the cases are 
accidentally observed in the adults suffering from other diseases. 


Sex. As is shown in Table I, this disease occurs in persons of both sexes. 
. TABLE I 


Author Male Female Total 


Higuchi 56 48 104. ~—s- From Jap. literature,-1939. 
Morita 19 23 42 from Jap. literature, 1939-1950. 
Yoshida 19 22 41 — at the author’s clinic, 1927-1953. 


Histopathology. ‘There is increased melanin pigmentation in the basal 
cells at the hyperpigmented lesions and decreased or no melanin granules in the 
basal cells at the depigmented lesions. But pigment cells in the corium ordi- 
narily show no changes. No other changes in epidermis and dermis, such as 
atrophy, can be found in any cases. 


Differential Diagnosis. (1) Freckles. Freckles are usually symmetri- 
cally distributed on the parts exposed to the light of the sun, especially on the 
face, and tend to increase intensity in pigmentation in spring and summer. It is 
difficult to differentiate dyschromatosis symmetrica hereditaria from freckles by 
the tone of the pigmentary spots on the face. However, the lesions in the ends 
of extremities, and especially the coexistence of reticulated depigmentation, 
which are peculiar to the former, cannot be found in freckles. 


(2) Lentigines. Dyschromatosis symmetrica hereditaria can be distingui- 
shed from lentigines profusa or generalized lentigo in that lentigines present 
usually slightly elevated lesions mostly with the hairs and no change in the ends 
of extremities. 


(3) Xeroderma pigmentosum, This disease presents the atrophic areas, 
telaengiectasie and malignant growth in the later stage. The patients show a 
marked photophobia even at an early stage. However, it is very difficult to 
differentiate mild or so-called abortive type of xeroderma pigmentosum from 
dyschromatosis symmetrica hereditaria. Ito is of an opinion that dyschroma- 
tosis symmetrica hereditaria is a special phenotype of xeroderma pigmentosum 
in the yellow race. 


(4) Safu in the Caroline Islands. Safu is a local disease of the Caroline 
Islands, marked by depigmented spots on the hands and feet, sometimes legs 
forearms. The figure of such spots is much resembles that caused by dyschro- 
matosis symmetrica hereditaria. But Safu causes no hyperpigmentation. The 
latter fact may be due to that hyperpigmentation is ordinarily not remarkable 
in the natives with black skin. Family occurrences of Safu can be found in 
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many cases. But it is difficult to exclude all the postnatal factors such as 
framboesia and dermatophytosis. Ito regards this disease as a symptomatic 
type of dyschromatosis symmetrica. 


(5) Dyschromatosis following perniones. The pigmentary disturbances 
resembling to that in dyschromatosis symmetrica hereditaria can be found on 
the backs of hands but rarely on the feet of patients who have suffered from 
perniones before. The spots do not always occur in the place of scars by 
perniones, and hyperpigmentation is more remarkable than depigmentation. 
But there are no changes in the face. This can be regarded as a symptomatic 
type of dyschromatosis symmetrica. 

(6) Vitiligo and naevus depigmentosus on the backs of hands and feet. 
These are rarely marked by similar findings in the point of reticulated depig- 
mentation and never by hyperpigmented spots. 

(7) Naevus spilus. This may present similar hyperpigmented spots on 
the backs .of hands and feet but rarely on the other parts of the bodys But 
there is no depigmentation observed. 


Inheritance. Higuchi and Boku found family occurences in 25 families 
out of the 50 families with this disease, and consanguineous marriages in 11 
families of which 6 families had family occurences, and concluded that this 
disease is inherited as dominant except a few cases regarded as recessive by 
them and that consanguineous marriage may take a role in some cases but 
never is an important factor. Toyama and Omori, on the other hand, revealed 
the fact that the cases in which the patients can be found through successive 
generations are’ 52% of the total cases, although the cases in which consangui- 
neous marriage took place among parents are 24% of the total, and concluded 
that it is reasonable to regard the inheritance of this disease as a dominant type. 


Ito considered that the genetical factors of ephelides, dyschromatosis 
symmetrica hereditaria and xeroderma pigmentosum act upon the sensitivity to 
sunlight which manages the factors of pigmentation, and that these phenotypes 
are the various symptoms which these three diseases present and concluded 
that the mode of inheritance of these diseases is an equally polymeric dominant 
with a recessive lethal factor. 


The attack ratio in the sibs in clearly recorded 17 families of the patients 
who visited the Dermatologic Clinic of Tohoku University Hospital is shown 


in Table IL. 
TABLE II 


Attack ratio in the sibs 
families sibs affected 


One parent affected 8 
No parents affected 9 
Total 17 


46 
36 
82 


2 
4 
4 
17 37 
14 39 
31 38 
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From this, it is computed that the over-limit of the attack ratio in total is 
45.6% ( « =0.05) and under-limit is 28.9% ( « =0.05). In other words, the 
attack ratio of dyschromatosis symmetrica hereditaria is lower than the value 
in a single dominant types and is higher than that in a single recessive type. 
Consanguineous marriages are found in 4 cases, or 18%, out of the 22 cases. 
This value is significantly higher than that in Japanese families in general. The 
fact that there are various phenotypes in this disease has been mentioned 
above. Judging from these, it is considered that the inheritance of this disease 
shows a polymeric dominant type. 


Prognosis. The disease progress to a certain stage of development and 
then remains unchanged. But no cases present lethal changes such as shown 
in xeroderma pigmentosum. 


Treatment. As in all pigmentary disturbances, the treatment is unsatis- 
factory. In some cases, the return of pigment in the depigmented spots was 
brought about by electrophoresis of copper sulfate, but a suitable method for all 
cases is yet to be discovered. 


Summary. Dyschromatosis symmetrica hereditaria, which is a disease 
reported first in Japan and never found in foreign literature, is discussed from 
several points. The author is doubtful in the independence of the disease, 
although the characteristic figures of pigmentation mingled with depigmentation 
cannot be overlooked as a special phenotype in the yellow race’ which has a 
transitional color of skin between the one in the white race and in the 
black race. 
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Dermatology in General Practice 


By 
T. V. VENKATESAN, M. B. B. S., F. A. I. M., F.C. C. P., F. A.C. A., (Cor’g), 
F. D. s. (Lond), Madurai, S. I. 


For a general practitioner cutaneous diseases form an important percentage 
of his practice and hence everyone should be familiar with the management of 
the common skin diseases. 


The first step in Dermatology is accurate diagnosis. Although the skin 
specialist is very clever in inspection, dermatological diagnosis is not made in a 
minute. <A careful history of the mode of onset, use of cosmetic and drugs, the 
habits of the patient, a detailed examination regarding the distribution of the 
lesions and a routine laboratory test, as skin scraping, skin clip, blood smear, 
and kahn and in certain cases bone marrow examinations are helpful. 


Next we shall deal with the general treatment in skin diseases. 


Rest in Bed. Acute and generalised skin conditions are -best treated by 
the patient in bed. This ensures rest physically and mentally. The bed is so 
arranged that friction is to be avoided. 


Bowels:— Bowels can be kept open by Seidlitz powder. 
Clothing:—This should be loose and minimum. 


Climate:—This depends on the-nature of the disease, e. g., people suffering 
from lupus erythematosus should avoid light, and those suffering from skin 
tuberculosis require plenty of light. 


Soap and Water. Frequent washing with soap and water is required in 
acne vulgaris, but in eczema soap by its degreasing and keratolytic action favours 
the percutaneous penetration of environmental allergens. Hence soap is contra- 
indicated in eczema. 


Diet. Diet has got great influence in eczema. Eczema is aggravated by 
pungent substances, and urticaria and allergic dermatititis are aggravated by 
fish. Patients with acne and seborrhoea are improved with a diet wherein 
carbohydrate is cut down. A low salt diet is helpful in acute eczema in reducing 
the oedema. Alchohol tends to aggravate most skin diseases but fortunately 
in our country we need not worry about this as we have prohibition. 
Medicines useful in skin diseases: 


1. Arsenic: Arsenic is valuable in syphilitic diseases, lichen planus, 
psoriasis, pemphigus, and dermatitis herpetiformis, This may be given as 
Fowler’s solution or Mepharside or Acetylarsan. 

2. Antimony: Antimony is useful as vinum antimoniali in 8 minim 
doses thrice daily in acute eczema and subacute lichen planus. 
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3. Mercury: This acts as specific in lichen planus and psoriasis; it is 
given as colossal mercury sulphide in 2 cc doses I. M. 

4. Sulphur: This is useful in furunculosis as calcium sulphide pills 
1/6th grain. Sulphur bitters does not contain much sulphur but has been useful 
in itches, 

5. Icthyol: In 5 mn. doses in capsules twice daily has been found useful 
in urticaria. 

6. Salicylates: Have been found useful in all forms of erythema and in 
arthopathic psoriasis in doses of 30 grains per day. 

7. lodine: 1s useful in lupus vulgaris and syphilis. It is also useful in 
actinomycosis, blasto-mycosis, and sporo-tricosis. 

8. Sedatives: Are especially useful in allaying the itching. Recently 
Aminophillin intra~muscularly has been found useful in pruritis, I. V. 
Novocaine has also been found useful for the same purpose. 


9. Calcium: Calcium is useful in cases of urticaria and in plane warts. 
Except for these I do not find any necessity to use calcium as a panacea for all 
skin diseases as is being used at present. 

10. Hormone therapy: Thyroid extract has been found useful in icthyo- 
sis and sclerodermia. Stilboestrol has been found useful in acne vulgaris. 
Adrenal cortex is used in eczema. ACTH and cortisone are the latest drugs 
for the treatment of eczema and psoriasis. : 

ll. Adrenaline: Has been found useful in urticaria. 

12. Collossal Manganese: cc. tolcc IM every 4th day is useful 
in staphylococcal infections. 

13. Collosol Silver: Was used formerly in streptococcal infections. 

14. Sulfa drugs: These are used in strepto and staphylococcal infections. 
At the same time you must realise as Lt. Col. Pillsbury has observed that the 
sulpha drugs and the anti-biotics are not to be used for more than 7 days, as 
they tend to develop sensitisation. Sulphanilamides are useful in streptococcal, 
sulfadiazine, sulphathiazole and sulphamerazine are useful in staphylococcal 
infections. 

15. Antibiotics: Penicillin has been used locally and parenterally in the 
treatment of pyogenic skin conditions but now it has been replaced by the other 
anti-biotics which have wider spectrum of activities. There are very excellent 
reports about the use of bacitracin produced by the particular strain of bacillus 
subtilis against gram positive organisms; this is particularly suitable for tropical 
therapy because of its relatively low index of sensitising properties, and the 
fact that it is used for systemic administration only infrequently. I have used 
penicillin, aureomycin, terramycin and chloramphenicol and I have found that 
the last three are very good in pyogenic skin conditions. 
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16. Anti-histamine drugs: Are useful in urticaria and allergic dermati- 
tis. The common preparations used are: Benadryl, antistine, anthisan, pyriben- 
zamine, diatrine, histantine, histadyl and sinopen. For children elexir is 
preferable to tablets. They are administered in 50 mg. doses twice or thrice 
daily. If nausea or vomiting predominates pyridoxine is to be given. In my 
experience histantin which belong to the piperazine group of drugs is the 
least toxic. 

17. Gold: Sanocrysin or novocrysin and solgonal are found useful in 
leucoderma and lupus erythematosus. 


18. Vitamins: Vitamin A is helpful in icthyosis and sclerodermia. 
Vitamin C is used in eczema and Vitamin D2 is used in lupus vulgaris. 

19. The following non-specific treatment has been in vogue in eczema: 

(a) Sodium thiosulphate IV, (b) Peptone IM, (c) Autohaemotherapy. 
LOCAL TREATMENT 

Baths: Continuous baths in which the patient is immersed in a bath 
tub for a very long time is still in vogue in Vienna. It is useful in extensive 
dermatitis. An antiseptic bath as acriflavine 1 in 4000 or potassium permang- 
anate 1 in 8000 are used in small septic and weeping eruptions, 

Starch bath: A starch bath is made by making one pound of starch 
into a paste with little cold water and then running hot water into it. Starch 
and boric are used as poultice for removal of crusts. 2% soda bicarb is also 


useful (Bennets soaks are used for the same purpose). 


Sulphur bath: Use } to 1 oz of pottasium sulphurate toa tub of tepid 
water and the patient with scabies can be immersed in the tub. 


Sea bath: If any skin disease is associated with much hyperaemia and 
especially if moisture is present sea bath is likely to irritate and aggravate the 
skin condition. On the other hand its general tonic effect is sometimes shown 
beneficially on the skin. 


2. Lotions: Lotions are used as applications to subdue irritation and 
itching. The commonest lotion is Calamine lotion. 


3. Creams: For acute skin conditions without exudations zinc cream 
is the best. Siccdlam (Titanium) is a greaseless cream and is a very useful 
application. 

4. Paste: Pastes are used in sub-acute skin conditions. The following 
is a common prescription:— 

R/ Salicylic acid PP. 10 
Zinc oxide 2 
Starch eee eee dr. 2 
Yellow soft paraffin A 4 
Ft. Paste. 
For chronic conditions as lichenified eczema, unguentum crude coal tar is 
the best. 
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PHYSIO—THERAPY 


Ultra violet rays: Are used in lichenified eczema, Bocharts folliculitis 
and tubercular disease of the skin. Superficial x-ray exposures are used again 
for the same purpose. Electro-coagulation and desication are the methods of 
removal of verruca. 

Now we shall deal with the common skin disorders. 

Parasitic infections: Ringworm: Ringworm isa fungus infection which 
may occur on the scalp, skin and nails. Fungus infection of the glabrous skin 
is called tinea circinata. This may be caused by muicro-sporon, trichophyton 
or epidermophyton infection. 


Tinea Cruris: This is commonly called Dhobie’s itch and is produced 
by epidermophyton infection, 


- Treatment of the Tinea Circinata and Tinea Cruris: 
External: One of the following ointment is applied externally : 
(1) Liq: lodifortis 
(2) Dr. Adamson’s method is to apply 2% Silver Nitrate in spirit. 
(3) Whitfield’s ointment. 
R/ Salicylic acid 
Benzoic acid 
Coconut oi} 


Soft soap 
ft. ointment 


(4) Mersagel (Pheny} mercuric acetate) 


Unguentum chrysarobin. 

R/ Chrysarobin she 

Icthyol ... 

Salicylic acid 

Yellow soft paraffin ... 

ft. ointment. 

The last ointment is to be used only for fungus patches below the neck and if 
the area involved is small. For children it is advisable to avoid this ointment. 


Fungus infections of the hands and the feet : 

These are common in house-wives and cooks and is due to epidermophyton 
infection. The treatment is as follows. 

In the early acute stage weak potassium permanganate bath is helpful. 

In the later stages it has been found that the following unsaturated fatty 
acids are the drugs par excellence. They are Propionic acid, Undecylenic acid 
and Caprylic acid. They are available as ointment and dusting powder viz. 
Tineafax (B. W.), Undecylenic ointment (American) and Purnatol (Wyeth). 


Fungus Nails: This is one of the worst condition which we should wish 
not even a worst enemy to get, as it is a most obstinate disease to be treated. If 
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very few nails are effected surgical avulsion is the best; otherwise apply Ungu- 
entum Hyd. Nitratis Dilutum. 


Tinea barbae: This may occur in two forms. It may be a spread from 
Tinea circinata or it may occur by itself. In this condition there is usually a 
secondary infection; hence for the first few days apply starch boric poultice and 
chloromycetin cream and after getting rid of the infection the following ointment 
is sugested : 

R/ Hyd. Oleatis 
Icthyol 
Salicylic acid 
Vaseline 

Ft. ointment 


Fungus Scalp: Two types of fungi are responsible, the small spored and 
the large spored. In the small spored multiple lesions are formed. The hairs 
are found broken in various ways. 


Sometimes an acute inflammatory reaction takes place. The patch is red, 
swollen and boggy and the hairs become surrounded with pus and fall out 
leading to a spontaneous cure. This is called Kerion. Large spored type 
produces bald patches. 


Treatment of Ringworm of the Scalp: 
(1) Clip hairs close. 


(2) Shampoo twice daily with soap and water and remove crusts and all 
loose hairs. 

(3) Epilations by: (a) X-ray therapy. (b) Thallium Acetate in single 
dose of 8 mg. per kilo of bodyweight. 


(4) Fungicidal ointments used are: (a) Undecylenic acid ointment. 
(b) 5 to 10% White Precipitate ointment. (c) Unguentum salicylic cum sulphur. 


Scabies: Scabies itch is caused by itch mite or acarus scabei. The 
typical lesion is a burrow. The commonest sights are (1) webs of the fingers 
(2) ulnar border of the hands (3) anterior axilliary folds (4) buttocks and 
(5) pubic regions. The patient with scabies has intense itching. The treat- 
ment depends upon if the condition is infected or not. The traditional treatment 
consists of use of soap and warm water and scrub with a brush to lay open the 
burrows. During the infected stage apply -plain zinc cream, give penicillin 
injections 2 lac, b. d. for 5 days or strepto and staphylo vaccine every 5th day 
in graduated doses. After getting rid of secondary infection one of the follow- 
ing may be used: 


(a) Sulphur ointment (b) Danish ointment (c) Benzyl Benzoate emulsion 
(d) Tetmosol (e) Eurax ointment. 
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Pediculosis: Three kinds of lice may infest a human body : 
1, Head louse—pediculus capitis. 

2. Body louse—pediculus corporis. 

3. Crab louse—pediculus pubis. 


Pediculus capitis attaches its eggs to the hairs of the head. The irritation 
caused by the bites of the lice causes scratching leading to secondary infection 
and regional glands. The treatment consists in keeping the hairs clean and 
apply 1 to 2% DDT in kerosene oil or benzoped lotion. 


Pediculus corporis: This lives and spends its leisure in the patients’ 
clothes and goes to the skin for its meals. The evidence of its attack is a 
haemorrhagic spot. This spot differs from purpura. It has in its centre a dark 
point which represents the puncture made by the insect and is surrounded by 
pink hallow of reaction. The patient develops intense scratching. This con- 
dition is called Vagabond Disease. The treatment is the use of DDT 1% in 
kerosene oil and keeping absolute cleanliness. 


Pediculus pubis or the crab louse is shorter and stouter but the irritation 
and itching are more intense. The importance in the management of the lice 
infection is general cleanliness and the use of DDT. The future to be remem- 
bered about lice infection is that they transmit typhus group of fevers. 

Anamolies of Secretion: The glands of the skin are the sweat glands and 
the sebaceous glands. 


Excessive sweating or hyperidrosis: This may be localised or gene- 
ralised. General sweating depends upon the systemic disease. Localised 
hyperidrosis commonly affects the palms, soles and the axillae. The predi- 
sposing factors are debility, anaemia and alcoholism. Treatment of localised 
hyperidrosis is the application of equal parts of 40% resorcin and 60% of sali- 
cylic acid ester (olem gaultheria ). Few drops of this are rubbed externally 
daily for 6 to 8 weeks. Internally camphor half to one grain thrice daily may be 
given or Bellergal one tablet thrice daily. 


Superficial X-ray exposures have been found to be good for this condition. 


Chromidrosis: This condition is an éxcessive sweating from the axillae 
of young hysterical women due to the growth of organisms producing a red 
staining of the clothing. The part should be shaved, kept scrupulously clean 
and spunged twice daily with perchloride in spirit 1 in 1000, 


Eczema: Every skin specialist and general medical practitioner is always 
confronted with cases of Eczema. This is another common skin condition. 
Eczema is a name which is a cloak for ignorance. The late Dr. Neville of 
Chicago writes, “‘ Is it not clear that the word Eczema has outworn its usefulness ? 
The word Eczema in the mouth of the expert has become a feature of the man 
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in the street of the advertiser and of the charlatan. The doom of the word is 
probably already written. It will survive where it belongs, with no greater 
repute than attaches in general to the outworn and discredited". By using the 
word “ Dermatitis” instead, we admit our ignorance and constantly remind 
ourself the necessity of scarching out the cause. Eczema is caused by some 
external irritation. That means there are two factors involved in the causation, 
namely (1) predisposition or abnormality and (2) exciting cause. It is now 
fairly recognised that the word Eczema is more of the nature of symptom 
complex or a mode of reaction. This reaction commences as erythema, itching, 
vesiculation, oozing, crusting and in long standing cases thickening or licheni- 
fication. If one wishes to use the word Eczema as a diagnosis the etiology 
should be included parenthetically to give the diagnosis and the meaning. 

Example: Atopic eczema, contact eczema, varicose eczema. 

TREATMENT OF ECZEMA 

Eczema is never a disease to be treated as an entity but a problem to be 
explored. The treatment can be considered under two headings. Etiological 
therapy and symptomatic therapy. In eczema there is always a disturbance 
of emotional instability. These patients are highly sensitive. The etiological 
treatment is by far the most important. 


External causes: External causes declare themselves by the site affected. 
All allergic irritants have to be taken into consideration. A thorough review of 
the possible external contacts is necessary. Eg. Cosmetics, lipsticks, dyes, face 
powders, plastic watch straps, rubber gloves, cigarette holders, etc. 


Eczematous “ ID" eruptions of the hands occur due to primary fungus 
infections of the feet, groin and other areas. These are called dermatophytids. 
The mechanism of production is stated to be that a small number of fungi or their 
products pass from the primary area to the hands by the haematogenous route. 
These eruptions occur only on the palmar surface of the hands. C. Andrew 
and G. F. F. Machacek called these “pin as pustular bacterids. At present 
we refer them as IDs. 


Internal causes: More than one cause may be in operation. Eg. drugs, 
foods and infections have all been found to produce Eczema. 


Symptomatic Therapy: After having gone all the above procedures and 
after giving etiological therapy, there remains certain procedures which give 
valuable assistance in relieving Eczema. These are as follows: 


1. Use of Alkalies: These relieve the irritability of the skin. The 
following mixture is recommend : 


R/ Soda bicarb 
Sodium Citrus wea 
Aqua Ad on 
one ounce thrice daily 
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2. Thiosulphates: Thiosulphates of Sodium and Calcium are advocated 
as non-specific desensitisers. Sodium thiosulphates 10 cc. 10% is given IV 


every other day. Dr. Ferguson Smith gives Magnesium Thiosulphate 15 grains 
thrice daily by mouth. 


3. Bromides: Itching can be treated to some extent by sedatives. 
Bromides lessen itching not only through its general sedative action but also 
reducing the excitability of the vasomotor nerves of the skin. Pot. bromide is 
a useful drug given in a ‘reasonable dose. Dr. Ingram recommends the following 
mixture ; 


R/ Pot. Bromide 
Spt. Amm. Arom, 
Tr. Nux. Vom ae 
Infusion Gentian ad _... 
Doze 4 oz thrice daily after food. 


French writers recommend Sodium Bromide I. V. I have used Strontium 
Bromide (Ekzebrol) 10 cc. IV with very favourable results, in cases of Eczema 
with intractable itching. 


4. Barbiturates: The following are used :— 


(a) Sod. Amytol 3/4 gr. 
(b) Seconol 3/4 gr. 
(c) Luminal vie det 1/4 gr 


5. Antihistamines: The itching of atopic dermatitis usually responds 
well to antihistamines. Antihistaminic drugs are administered orally in tablet 
or capsules or liquid form. They may be given by S. C., I. M. or slow I. V. injec- 
tions. The drugs are absorbed from the alimentary tract when given orally and 
peak action occurs in 14 to 4 hours and persists for 6 hours. Phenargan differs 
from other antihistamines in having a prolonged effect for as much as 194 hrs. 
Some of the side effects are (a) sedation (b) vertigo (c) numbness (d) vascular 
troubles (e) muscular pain and (f) gastro-intestinal troubles. Of the various 
antihistamines Histantin (B. W.) which belong to the Piperazine group of drugs 
is in my experience the least toxic. Antihistamines are also applied locally for 
alleviating. itching. 


6. Acth or Cortisone: Except in infective cases the response with these 
drugs is dramatic. About 25 mgm of cortisone are administered six hourly 
and as soon as the eruption improves, the cortisone may be discontinued. Usual] 
precautions as salt free diet are essential. 


7. Psychotherapy and Eczema: lam a firm believer that Psycho- 
therapy plays a great role in therapy of Eczema. Emotion is an important 
contributing factor as Dr. Stokes aptly puts it, “A mycoses may be influenced by 
the stock market and Eczema by a course of French”. 
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LOCAL THERAPY 


This depends upon the eruptions. 

Local treatment: (a) For acute exudative stage, calamine lotion may 
by painted thin. (b) Where crusts are formed, they are removed with cataplasma- 
boro-amyli and the following prescription is useful : 

R/ _Icthammol gr. 
Prepared Calamine ... gr. 
Lineseed oil one oz. 
Lime water on: oz. 
For the sub-acute stage, Cremor zinc is the best; the 
prescription 
R/ = Zinc Oxide 
Hydrous Wool Fat ... 
Sol. of Calcium 


Hydroxide fl. drs. 11 
Olive oil én fa fi. drs. 11 


(c) The next stage, Pasta Acidi Salicyli (Lassar’s Paste) 
Zinc Oxide pre pes dr. 
Amylum dr. 
Salicylic acid gr. 
Yellow soft paraffin i dr. 
Mix and make paste 


(d) Hyperkeratotic eczema >-Chronic indurated eczema is treated by the follo- 
wing special technic of Huldschinsky who has obtained excellent results by 
wetting the eczema surfaces with 5% Silver nitrate solution and irradiating 
locally with Kromayer Lamp, until the solution blackens. Repeat every 1-2 
days until healed. He terms this the ‘Uvag’ method of treatment. 


following is the 


Antibiotics in skin diseases: Antibiotics have been found very useful 
in pustular eczema. The 4 drugs that have been found useful are (1) Chloram- 
phenicol (2) Aureomycin (3) Terramycin (4) Bacitracin. The first three are 
available in India, the last one is awaited. The first three can be given orally 
or applied externally. I have found Chloromycetin cream is of choice. All 
these drugs are to be used for not more than 7 days. 


Recently I have used Ilotycin (Erythromycin) and I have found very good 
results with this drug. 


Infantile eczema: As Prof. Hill says “Infantile eczema is a perplexing 
and exasperating disease and I wish, I understood it better.” The Eczematoid 
Dermatosis commonly occur on the cheeks, forehead and chin. It may extend 
to the scalp, wrists, legs and trunk. As observed by Cranstin Low, the central 
area of the face is spared. 
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Treatment of Infantile eceema: 


(1) Diet: Cut out milk. Substitute buttermilk, Eledon or Allergilac. 
(2) Dust is to be avoided as it acts as an allergen. (3) Local treatment: 
(a) Soap is to be avoided, since soap by its degreasing and keratolytic action 
favours the percutaneous penetration of environmental allergens. I advise 
my patients to use starch bath which is prepared by adding two measures of 
starch flour toa tub of tepid water. (b) External application: In acute exudative 
stage apply 2% watery gentian violet over which paint thin calamine lotion. 
Acute without exudative stage: 1-2-3 ointment, containing 1 part of Aluminium 
acetate, 2 parts of Lanoline and 3 parts of Zinc paste. Sub-acute and chronic 
stage: Tar alba (White tar ointment). 


Internal Medicines : 

(1) For children, since milk has to be substituted, to provide Vitamin A 
Provital (Wyeth) is given. This also contains irradiated ergosterol. (2) Ascorbic 
acid (Vit. C.) is also administered. (3) Antihistamines-Pyribenzamine is given 
as } tablet 4 hourly (4) For sedative action Luminal is given. 


URTICARIA 
Urticaria is a symptom complex caused by various factors. This may be 
classified as (1) Acute (2) Chronic. Acute is acute in onset and usually 
disappears in a few weeks. Chronic comes insidiously and may tend to last 
over long periods of time, even for years. 


Causes: Drs, Rostenburg and Harris classified causes as follows:— 
Mechanism Allergic Nonallergic 
Exogenous : 1, Contactants plus plus 
2. Ingestants plus ale 
3. Inhalants plus ? 
4. Injectants plus plus 
5. Physical stimuli . plus plus 
1. Micro organisms plus plus 
Parasites plus 
Endocrines ? 
Altered tissue product ? 
. Psychogenic stimuli 0 
Plus means the facts contained produce Urticaria. 
? Dubious if it produces Urticaria. 
0 No evidence to show that it produces Urticaria. 
Allergic reaction is as follows :— 
Allergen plus Antibody is equal to Histamine. At shock organ (skin) 
produces in Dermis and in Epidermis 


Endogenous: | 


Urticaria Eczema (Dermatitis) 
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Non-allergic means that alteration of in capillary permeability is produced 
by some mechanism other than that outlined for allergy. When a case of 
Urticaria is seen, the following investigations are necessary :— 

1, History of onset, duration and habits regarding diet, drugs etc. 

2. Elimination procedures regarding diet, starting with a bland diet like 

butter milk and rice and gradually adding. 

3. Cutaneous testing for various allergens. 

Treatment for Urticaria: 
1. Each and every etiological agent known or suspected of producing 

Urticaria should be eschewed. 

Desensitisation to offending allergens should be done. 

Nonspecific desensitisation may be done in cases where specific 

desensitisation could not be done. The methods are: 

(a) Autohemotherapy taking 5 cc. of blood and giving intragluteally, 
This can be repeated every 5th day for 6 times. 

(b) Peptone 1.5 cc. (74%) intramuscularly twice weekly for 10 
injections. 

(c) Calcium salts may be given as Calcibromide 10 éc. (5 to 10%) 
intravenously biweekly for 10 injections. 


Symptomatic relicf:—(a) It has been generally experienced that about 80% 
of patients with urticaria show relief with antihistamine drugs. (b) Vasocons- 
trictors: Adrenaline (1 in 1000) injections are useful in aborting the Urticaria, 
Ephedrine, quarter to half grain, is also of value. (c) Vitamin K is another drug 
that has been found useful. (d) Local application-Locally Calamine lotion 
with 1% phenol. 

COCCAL INFECTIONS 


Five conditions deserve mention : 
1, Furunculosis 
2. Impetigo contagiosa 
3. Ecthyma 
4. Sycosis. 


Furunculosis: These are the result of infection nf the hair follicles due 
to staphylococcus Aureus, Predisposing factors are: (1) Debility, (2) Diabetes 
and (3) Focal sepsis. 

Treatment : 


Local treatment : 
R/ carbolic 
Ext. Ergot Liq. 
Starch 
Zinc oxide 
Vaseline eee ete 
Ft. paste for external use. 
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Internally: Non-specific treatment as (a) Tinoxil or stanoxyl, (b) Collossal 
manganese: specific as furunculosis vaccine or (c) Penicillin or sulpha drugs. 
Lastly improve patient’s resistance by a course of U. V. R. therapy. 

Impetigo Contagiosa: This is a superficial inflamation of skin, characte- 
riséd by the formation of vesicles terminating in suppuration and crust formation. 
The disease is caused by steptococcus and in the crusts staphyloccoci are found. 
The varieties described are (1) commonest variety called Impetigo Vulgaris, 
(2) predominantly vesicular type called Impetigo Serosa and, (3) Impetigo 
Circinata:In this the disease spreads in rings and is confused with ringworm. 

Treatment: (1) Remove the crusts with starch boric poultice. 

(2) Apply externally 2% watery solution of Gentian Violet. Antibiotic and 
chemotherapeutic drugs in cream bases may be used for 5 to 7 days. 

(3) Parenterally Penicillin may be given 2 lac B. D. for 5 days or procaine 
penicillin 4 lac once daily or orally Aureomycin, Chloramphenicol, and Terra- 
mycin have been used with good results. 

Ecthyma: This is only an aggravated form of Impetigo Contagiosa, with 
the lesions occuring on legs and are deeper and surrounded by a red hallow. 
The treatment is similar to the above condition. 


Sycosis Vulgaris: Isa purulent folliculitis of the beared region due to 
staphylococcus. The treatment consists in (1) clip hairs close; no shaving is 
allowed. (2) Externally apply Quilolor or Dermo-quinol or Vioform cream, 
(3) Internally Sulphamezathine 2 tabs thrice daily for 7 days or Aureomycin 1 
capsule thrice daily for 7 days or Terramycin 1 capsule thrice daily for.7 days. 
Recently I have found Erythromycin (Illotycin) 1 tab thrice daily for 7 days 
with remarkable results. (4) Injection: procaine penicillin 4 lac IM daly for 
15 days. 

Follicular Impetigo of Bochart: This commonly occurs in the legs and 
the treatment is similar to Sycosis Vulgaris. = = 

SEBORRHOEIC INFECTIONS 
By the term Seborrhoea is meant an over-activity of the sebaceous glands, 


Seborrhoea Oleosa: This is a condition where there is abundant secretion 
in the scalp. The following lotion is suggested : ; 

R/ Ammonia parts 10 

Tr. Cantharidis 10 

Spt. Vini... oes 30 

Aq. distil... 30 
Dandruff: Dandruff or pityriasis capitis is a condition where the lesions 
are circumscribed reddish patches covered by greasy scales and occur on the 
scalp. It is caused by pityrosporon molassez. The treatment consists in removing 
the scales with soap and spirit shampoo and apply externally Sudermo Scalp 
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lotion or Silvikrin hair lotion or Colossal Scalp lotion. The use of selenium 
sulphide or sudermo have been found to produce successful results. 


Acne Vulgaris: This disease is characterised by the presence of greasy 
plugs known as comedones in the pilosebaceous follicles particularly on the 
face, forehead, chest and back. The disease is caused by Bacillus acne. The 
predisposing factors are (1) Seborrhoeic diathesis (2) Hormonal imbalance:~ 
Barber and Bishop have shown the preponderance of male harmone (3) 
Emotional stress. The term ACME is mneumonic for the treatment of Acne 
vulgaris. 

a:—stands for anaemia and vitamin A 

c:—stands for constipation and vitamin C 

m :—massage locally with acme paste 


R/ Sulphur ppt a 
Calamine 
Zinc oxide eos 
Glycerine 
Yellow. soft paraffin ooo 
Ft. paste. 


e:—stands for exercise and endocrine, stilboestrol; dose 1 mgm. 
daily for 6 weeks in the male and 0.5 mgm. for 7 to 10 days after 
menstruation in females. 


Physiotherapy: UVR locally and X-ray therapy $ to $S. B. have been 
found to diminish the activity of the sebaceous glands. 


' Baldness: Some one said that baldness is the symbol of wisdom. I 
emphatically repudiate this statement. Alopecia areata or circumscribed baldness 
is characterised by the appearance of one or more small round spots more or 
less completely denuded of hair. There has been an increase in incidence due 
to the stress and strain of our modern life. The exciting factors are (a) psychic 
(b) septic foci. The existence of an organism responsible for this disease has 
been described by Dr. George Thin. 


Treatment: The treatment consists in (1) freedom from anxiety 
(2) removal of sceptic foci and (3) local treatment. 


The following formulas are helpful : 


Hydr. Perchlor _... 

Rectified spirit on eas r. 

Turpentine rect. ... on. 
ft. solution 


PSORIASIS 


Psoriasis is a disese of unknown etiology which, 
Never ulcerates 
Never pustulates 
Never exudates 
Never leaves a scar and 
Never disappears permanently. 
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Psoriasis occurs on the scalp, back of the elbows, front of the knees and 
small of the back. The points to look for are:—(1) Silvery scales and 
(2) Dryness, 

TREATMENT 

a. Externally: 1. Picis carbonis 1 dram, acetone 1 ounce, make it as 
solution for external use. (2) Derobin ointment or Cignolin is to be used only 
below the neck. 

b. Injection: 1. Enesol 2. c. I, M. bi-weekly or 2. Collossal mercury 
sulphide 2 c. c. I. M. biweekly or (3) T. A. B. vaccine I. V. in graded doses. 

Internal :—{1) Fowler's solution 2 minims B. D. or (2) Green iodide of 
mercury #th grain t. d. s. 

Goeckerman’s treatment of psoriasis consists in the application of Unguen- 
tum Crude Coal Tar followed by suberythema doses of U. V. rays. 

The association of psoriasis with arthritis is well recognised. When this 
is the case, the treatment with ACTH or CORTISONE has been effective. 

TUBERCULO-DERMAS 


Lupus Vulgaris :—This is the most prevalent form of tuberculosis of skin 
and starts early in life. Some have estimated that pulmonary tuberculosis is 
present in 25% of patients with lupus vulgaris. The so called ‘ apple jelly’ 
nodules of Hutchinson are characteristic. These are yellowish brown areas 
which may be discreet or run together. Their true colour is best displayed by 
pressing them with a watch glass, for the pressure dispels any complicating 
hyperaemia and no amount of pressure will cause the pale brown nodule to 
disappear. The treatment of this condition was very discouraging until very 
recently. Formerly U. V. R., Finsen light and tuberculin injections were used. 
Vitamin D2 or calciferol in doses of 200 thousand to 400 thousand units per 
day was found to produce good results. Recently I have tried Streptomycin 
and Isoniazide with spectacular results. The reports with Isoniazide are 
certainly encouraging. 

Scrofuloderma: This is a form of skin tuberculosis where the infection 
proceeds from tubercular focus beneath; thus it is common over broken down 
tubercular glands. The treatment is similar to Lupus Vulgaris. 

LUPUS ERYTHEMATOSUS 


The terminology and classification of this type have often led to the con- 
clusion. Sir Henry Cohen and Dr. Cadman have classified under two headings. 
(1) Chronic discoid type ( without constitutional symptoms a-localised b-gene- 
ralised ) (2) systematic type ( with constitutional symptoms a-acute b-subacute 
and c-chronic. ) 


Clinical Picture: In the second type there is associated fever, weight loss, 
anorexia, joint pains, pleural and precordial inflamation, abdominal pain, jaundice, 
nephritis and convulsions. The skin rash, common to both types, may be 
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erythematus with the development of raised reddened patches which enlarge and 
flatten in the centre. On the raised border a curious stippled appearance may 
be noted. The disease spreads centrifugally and the centre shows scarring. 
The cause of this disease remains one of the mysteries of the skin. Dr. Gallo- 
way puts forward the theory of toxicity. 

Diagnosis: Rests on three factors. (1) a typical clinical picture (2) L. E. 
phenomenon and (3) a pathological diagnosis including skin biopsy. _ It was in 
the year 1948 that Dr. Hargrebes, Richmond and Morton contributed an 
excellent diagnostic finding in this disease. They found the giant cell with 
rosette formation called the L. E. cell in the bone marrow of the patients. 

Treatment: The drugs used are (1) Calcium Pantothenate 3 grm. daily 
(2) Vit. E 400 mgm. daily. The latest treatment is the use of ACTH or 
Cortisone 25 mgm. by mouth 4 times daily. 

HERPES 


Herpes Zoster: Zoster means girdle and Herpes Zoster means Herpes 
in the girdle. A group of vesicles occurs on the waist. The disease is caused 
by virus infection. The pain preceding or succeeding this disease is severe. 

Treatment: (1) 0.5 c.c. Pituitrin is given S. C. once daily for 3 injections 
and is purely empirical. (2) Aureomycin therapy one capsule thrice daily for 
5 days. (3) Externally Unna Zinc Gelatine paste is useful, (4) for relieving pain, 


Codopyrin is helpful or Deep X-ray therapy 200 units are given in one 
sitting or at the most three sittings over the posterior nerve roots. 
PEMPHIGUS 


This is essentially a bullous skin condition. The following varieties are 
described :— 

1) P. Acutus. 
2) P. Vulgaris. 

(3) P. Foliaceus. 

(4) P. Vegetans. 

(5) P. Erythematoids. 

P. Acutus: (Butcher's Pempigus.) The features are (1) fever and 
(2) bullous lesions with oral involvement and (3) acute course ending fatally. 

P. Vulgaris: This is the commonest of the varieties. The primary 
lesion is a bulla appearing on the normal skin. It is at first transluscent, thin 
walled and soon becomes purulent. The mucus membranes may be involved. 
The disease runs prolonged course. 

P. Foliaceus: This starts with bullae and are replaced by exfoliations. 

P. Ve-etans: This condition starts with bullous lesions but with a 
tendency to form vegetations. 

P, Erythematoids: (Senear-Usher Syndrome). This is characterised 
by erythematous, scaly and crusted lesions on the face, nose and cheek without 
the presence of pilosebaceous orifices being involved. 
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Etiology of Pemphigus: This is unknown. 

Treatment: (1) General nursing care (2) multi vitamins and cod liver oil 
(3) anti-biotics for 7 days (4) Germane or Bayer 205 or Suramin given once 
weekly starting with 100 mgm. and increasing to 300 mgm. once weekly. 
(5) Davis treatment :-intravenous cacodylate of iron and I. M. injection of 
coagulen, (6) latest treatment with ACTH or Cortisone. 

Local Treatment: Apply externally antiseptic lotion or 1% bismuth 
oxychloride. 

VERRUCAE 


Verrucae or warts may occur in several forms. They are auto-inoculable, 
probably contagious due to a virus. 

Verrucae vulgaris is a common one and may be treated by infiltrating 
novocaine and by electro-desication and currettage. Intramuscular injections 
of bismuth salicylate once weekly may produce the disappearance of the lesions. 

Corns are hypertrophic lesions of the horny layer of the epidermis which 
are too familiar to require description. The treatment consists in local appli- 
cation of novocaine and removal of the corns. 

Molluscum Contagiosium: This is by no means a rare disease. Usual 
history is that a small pimple appears on the skin. This swells and gets red. 
and irritable. The actual cause of this disease is unknown, but the growths 
are undoubtedly contagious. The treatment depends upon the number of 
lesions. If there are only three or four such lesions they should be snipped 
with scissors. If more each lesion is to be dealt with carefully. 

Pigmentary Disorders: 

(a) Leucoderma: Cause is unknown. 10% alcoholic extract oil of Ber- 
gamot to be applied externally followed by U. V. ray exposures. (1) Intradermal 
injections of Oleum Bouchi. Internally:—Paraminobenzoic acid ( Dermochrome 
of Unichem or PABA of Indon) 300 mgm. daily for a sustained period. 
(2) Sanocrysin 0.05 gram. I. V. once weekly for 10 injections. 

(b) Melanoderma: Treatment (1) Externally Bismuth ointment (2) Vit. 
C internally in massive doses. 

.(c). Leucomelanoderma: It is due to syphilis and the appropriate treat- 
ment has to be given. 

I thank Dr. M. A. Royappa and Mr. K. R. K. Row for helping me to 
compile this article. 
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Undecylenic Acid: 

an effective 

therapeutic agent against 
fungous infections 

of the skin 


Tue stupy of fungicidal principles in 
sweat led to the use of naturally occurring 
fatty acids in therapeutics. 

It has been found that undecylenic acid 
and its derivatives are among the most 
effective fungicidal agents, and are es- 
pecially valuable in the prophylaxis and 
treatment of tinea pedis and other 
dermatophytoses. 


Fungicidal Ointment — Boots contains 
§% undecylenic acid and 20%, zinc 
undecylenate in a water-miscible base. 
Fungicidal Powder — Boots contains 2% 
undecylenic acid and 20% zinc unde- 
cylenate in a starch and kaolin base. These 
preparations do not irritate the skin and 
may be used safely by patients for self- 
treatment over long periods. 


Fungicidal Ointment-Boots 


‘Tube of approz, 1 os. 


Fungicidal Powder-Boots 


Sprinkler containing approx. 
Literature and further information obtainable from:— 
Medica) Information Department, BOOTS PURE DRUG CO (INDIA) LTR 
Asan Building, Nicol Road, Ballard Estate, Bombay 
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Application of Paediatrics to Dermatology 
By 
K. C. SAHU, M.B., B.S. (Pat.), D. P. H. (Eng.), D.C. H. (R. C. P. &S.), 


D. T. M. & H. (L’Pool), F. D. s. (London). 
Assistant Professor of Skin & V. D., S. C. B. Medical College, Cuttack 


As there is a great risk in treating the skin conditions of children, a good 
deal of attention on paediatric factors should be intended in dermatology. 


Ideally this paediatric and dermatological approach to skin diseases of 
children should be a double approach by a single clinician. For reasons of 
training this is hardly possible as it covers only 8 lectures and a few clinics 
to senior medical college students and a few lectures and clinics to Provincial 
Medical Service people on Post Graduate Training. Hence it is necessary to 
establish a fruitful co-operation between the Dermatologist and Paediatrician 
or a person having training in both the subjects to treat the skin condition of 
children. In reality there is a common work though there is some fundamental 
differences between the texture of skin of adults and children and also causative 
factors responsible for producing the skin diseases. 


There is difference between Physiological and Pathological expression in 
the skin of adult and child and for such a work accurate understanding is 
essential. Such an approach would not only correlate the physiological with 
pathological data but would conceivably throw light on some pathological 
aspects of the dermatoses in adults and children. 


In children the skin is peculiarly apt to suffer from disease of one sort or 
another and that for several reasons peculiar to their skin. The skin of children 
is softer and more delicate than it is in adult and hence more liable to suffer 
from effects of mechanical or chemical irritation. 


In early life of child the vessels of the skin are under less efficient control 
than they are in adult life and so the diseases of neurovascular origin such as 
urticaria and erythema and the reflex congestions as a result of digestive disor- 
ders occur more readily than in later life. 


Moreover there is a great lack of cleanliness in children than grown up 
people and hence they are more subject to attacks of parasites like scabies and 
pediculosis. As they comg in contact wita one another in schcols and in 
games, they are prone to contagicn. Rashes produced by parasites may be 
mistaken for insect bites but the presence of a dark puncture in the centre of 
each spot in case of bite should prevent error. Mosquito or midge bite may 
produce rather puzzling appearance, at times closely simulate urticaria or even 
erythema nodosum. 


As personal hygiene of children is not good, particularly among those of 
the poorer classes, pediculosis is common in them and is indicated by the 
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presence of eggs or nits in the hair. The infection makes the child scratch and 
this may lead to a secondary impetiginous infection, the scalp becoming covered 
with yellow crusts and local lymphatic glands becoming enlarged. 


Similarly scabies affects many children in a family and very rarely affects 
one child in a family. There is a great itching present specially at night. when 
the child is warm in bed and there are heavy scratch marks present throughout 
the body. In children there is a generalised eruption present, including on the 
face and head. Lesions on face and scalp are never attacked in adults. 


When there is a lack of ordinary care in keeping the napkins changed and 
parts clean and when the stools are loose, sometimes caused by excessive 
amount of carbohydrate in the diet, more often due to passage of fatty acids in 
stool, napkin rashes are produced. Napkins give strong smell of ammonia and 
the ammoniacal napkin burns the skin and accounts for erythema. The ammonia 
liberated in the napkin by the action of urea splitting organisms from the 
unhealthy stools which break down the urea of the urine into ammonia and 
carbon dioxide, first there is reddening of skin and if left untreated superficial 
blisters soon form and then they rupture. | Extensive and often deep excoriation 
forms. Contact of urine or faeces against these raw areas is painful and accounts 
for much screaming and restlessness. The distribution is sharply limited to 
the area covered by the napkin and the rash is more severe when napkin chafes. 


As the children have poor personal hygiene infection is associated as dirty 
skin is more friendly to haemolytic streptococcus than a clean skin and they are 
conveyed from one to the other by direct contact. The most typical form of 
lesions is impetigo contagiosa, the commonest skin disease, occurs in children, 
about 3 quarters of them in schools occuring between ages 5 to 9 years. 
Streptococcal impetigo is mostly on face and scalp with stuck-on-crusts of 
yellowish honey like colour. Regional glands are often swollen. On limbs it 
may penetrate into true skin and produce crusted ulceration called ecthyma. 

Staphylococcal impetigo is bullous in character and blisters may persist for 
some days and then blisters rupture, the lesions become covered with thin flat 
crusts. Regional adenitis is rare. 

A steady improvement in their health, nutrition and cleanliness of our 

children will bring down the reduction in its incidence. 
; Sanitary standard among the children in cur country is low. They come 
more in contact with cats and dogs and high incidence of ringworm derived 
directly or indirectly from cats and dogs is impressive, producing tinea corporis 
or tinea capitis. Transfer of fungus probably occurs in a variety of ways since 
the infected brittle hairs break off and contaminate clothings, cap, seats, dust 
etc. and in the medium of brushes, combs and towels. 


M. Conis is a natural parasite of cats and dogs and ts most likely to produce 
infection often clinically inapparent in kittens and puppies. Infection once 
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transferred to the child can pass from one child to another and becomes attenua- 
ted in the process and dies out after six to seven transfers. Control of this type 
of ringworm obviously depends on the recognition and eradication of the 
animal reservoirs. 


A most interesting feature of scalp ringworm is that it disappears at puberty 
and the most persistant infection will clear off spontaneously at the onset of 
puberty. The rational explanation is that in adult hair fat secreted by the sebaceous 
glands is much more fungicidal than the corresponding child sebum, the hair 
fat contains the saturated fatty acids which have been utilised in the preparation 
of fungicidal preparations like undecylenic acid, caprylic acid and propionic acid. 


The child has relatively larger surface than the adults. The skin plays a 
great and important part in regulation of temperature. Hence there is great 
fluctuation in its blood supply. This predisposes the skin of the child to suffer 
from inflamatory processes. Moreover, infants in my country are comparatively 
illnourished and anaemic and we meet them with multiple abscesses in skin. 
They start insidiously, come out in crops and run a slow course. They are 
attended by a fever but there may not be any fever as the children have no 
resistance. 


In the tropics the moist, sodden condition of skin resulting from continual 
sweating and lack of ventilation in the hot, humid climate and persistant moisture 
of the skin lower its natural germ killing powers. There is lew resistance of 
the host skin of the child. So pemphigus neonatorum is usually met with in 
feeble infants. There is wide spread bullous eruption of the skin usually due to 
staphylococcal infection. If the maternity homes are maned with inadequately 
trained staff and poor quantity and quality of soap for cleaning the skin then the 
babies, skin comes in contact with infected clothes, blankets, dust in air and 
nose of adult population and the infection may spread. First they form blisters 
but quickly increase in size and several may coalesce. They are filled with a 
clear serous fluid, soon rupture, leaving a raw bright red area with loose shreds 
of epithelium attached at the edge. Less often the bullae dry up into scabs or 
may suppurate. There may be high fever but in most severe infections there 
may be scarcely any reaction and the temperature is then subnormal. The 
condition is generally mild but they may develop a generalised exfoliative der- 
matitis or secondary staphylococcal or streptococcal septicaemia or the child 
who is punny and premature may succumb to other secondary infections. 


As the new born child has practically no immunity against the common 
pyogenic organisms they become an easy prey to infections, Any skin 
abrasion, infection at umbilicus, subcutaneous abcesses and erysipelas may 
occur. Any skin abrasion is readily affected by the breath, by droplets of 
sputum or by the hands of those in charge of infants. Owing to lack of immu- 
nity the local lesion may show practically no reaction nor any striking general 
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effect and yet the infection may already be widely disseminated and infection 
which begins locally may quickly develop into septicaemia. Such simple 
infection accounts for a large number of deaths in early infancy and the realisa- 
tion of this by every dermatologist, having knowledge of paediatrics, will prevent 
a great loss of lives by insisting a proper hygienic regard towards the new born. 
Abcessess may form in the subcutaneous tissue especially over points on 
pressure such as scalp, scapula, buttocks and heels and these may extend to 
involve large areas or the tissue in those situations may become gangrenous. 
Erysipelas is sometimes met with as a result of infection of the umbilicus or 
of any superficial abrasion, specially in the region of external genitalia. The 
typical raised angry red rash quickly spreads and at this age the illness is usually 
fatal. The principles of asepsis must apply to the infant at birth as well as to 
mother, deligert care must be paid to any superficial skin abrasion as well as to 
to umbilicus and those in charge of infant must be free of respiratory infections 
or of septic skin lesions and the treatment must be quick with modern 
antibiotics, else a great loss of lives occurs. 


Due to deficiency of protein (amino acids ) which is very common among 
the children the vitality of tissue is impaired and they are worn out and degene- 
rated and infection sets in leading to excoriation of skin, vulva, anus, behind the 
ears, round the mouth and eye. Children look very illnourished and anaemic 
and whole body of child swells up having the appearance of a nephritic child. 
In hypoprotinemia resulting from malnutrition, fraction of the total plasma 
protein is depressed as much or more than albumin fraction. With increase of 
protein there is absolute and relative increase in gamma globulin fraction which 
is involved in the immunologic mechanism of body. Regeneration and repair 
of tissue take place. Cellular repair and regeneration occur. Replacement of 
worn out tissue, growth, detoxication and reparative process take place. Anti- 
body production depends on an adequate supply of essential amino acids 
derived from food or own protein store. 


Vitamin deficiency is very common in our country. Careful attention must 
always be paid to the vitamin content of the diet either of the mother or of the 
child. Vitamin A deficiency and its skin manifestation is common in our 
country. Due ta lack of Vitanzin A or low blood vitamin A level, which is 
familiar and may therefore, be a hereditary defect involving vitamin A meta- 
bolism. Keratosis pilaris is a common condition among children. Dry dull 
and brittle hair and transverse or vertical furrowing of the nails occur. All 
improve with cod liver oil specially in'winter. Gradual increase of hypertrophy 
of lesions and opacity of the cornea may progress to ulceration and 
destruction. Its deficiency causes atrophy of sweat and sebaceous glands in 
skin and xerosis of skin in children is noted. Hyper-keratosis of skin and 
goose pimple like papules occur more frequently on thighs and arms. 
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In nicotinic acid deficiency there is erythema and thickening of certain 
areas of skin. Skin desquamates and becomes thick and rough while initial 
erythema remains as a brown staining. 


In riboflavin deficiency there are lesions of the lips which begin with pallor 
and macerate the angles of the mouth with redness and denudation along the 
line of closure and in severe deficiency ulceration may occur. The dermatitis 
begins most often in the nasolabial folds and it is scaly and oily in character. 
Similar lesions may also appear around the eyes and on ear. Dermatitis of 
the scrotum or vulva is frequently present. 


In vitamin C deficiency there is decreased capillary resistance. Petechial 
haemorrhage, echymosis and extravasation of blood into tissue occur due to 
_ increase capillary fragility, Minute haemorrhages occur under the skin. It is 
rare in breast fed infants and breast milk is a source of vitamin C, the mother 
obtaining it from her diet and transmiting it in the milk. Fresh unboiled cow’s 
milk also contains the antiscorbutic vitamin but this is destroyed if the milk is 
boiled or pasteurised. 


The skin of the child is peculiarly susceptible to irritation, there being under 
lying protein hypersensitiveness specially to lactalbumin or to egg or to oats or 
cereals. Teething is blamed as the cause of eczema but I doubt; it may 
predispose an already existing eczema and in the same way disorders of digestion 
may intensify the eczema when change from breast feeding to cow’s milk occurs 
or when milk diet is augmented with other foods such as cereals or eggs. 
Correction of error of feeding is essential. Allergilac milk from which lactalbu- 
min has been largely removed is often helpful. The skin is very liable to become 
secondarily infected usually as a result of scratching and the appearance of 
eczema is then masked by a septic dermatitis. When it causes fissures behind 
the ear, the skin remains affected long after rest has healed. The appearance 
of fatness is due to watery distension of the tissues and the anaemic appearance 
is due to odema rather than to actual blood changes. Children hence havea 
special exudative diathesis and instability of the water balance called hydrolabile 
led to development of catarrhal conditions such as bronchitis and diarrhoea. 
Some children have deficit power of secreting gartric juice including hydro- 
chloric acid and the protein may pass undigested through the stomach and is 
absorbed and whole protein is absorbed from the intestine. 


As there is often disorder of digestion, stools are unhealthy containing 
undigested food particlesand mucus, and there isabsorption of toxins from the 
bowels, Such conditions are prevalent when acid fruits are taken. Lichen 
urticatus occurs frequently in six months to two years and may continue up to 
six years. They are more common during summar months. It first standsas a 
urticarial wheal with a small red papule in the middle. The wheal fades after 
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a few hours and the papule becomes vesicular. Children scratch often and as a 
result secondary infection sets in. Some of the allergic manifestations which 
we see in roundworm syndrome is due to the toxins liberated by these worms. 
The exact chemical nature is unknown. Malnutrition syndrome is due to the 
interferance by round worms with absorption of proteins. Anal pruritus disturbs 
the sleep of children and is due to infection with oxyuris vermiculris. The 
worms excape from the anus and set upa local irritation—that is perineal 
irritation. In girls the irritation may spread to vulva and the efforts to allay 
the itching may lead to vulvitis with some discharge. White depigmented 
patches on faces of children are due to amoebiasis and giardiasis. How they 
get into the delicate intestine is really difficult but it calls for more hygienic 
methods to be adopted by mother. 


As the children suffer often from sore thrcat or definite tonsillitis, usually 
streptococcal, the development of a state of allergy or hypersensitivity to 
bacterial proteins liberated from some distant focus of infection in the body, 

there occur sudden development of the typical red areas on the shins, nodules 
either circular or oval in shape with their long axis in the direction of the limb. 
It is frequently associated with early tuberculous infection elsewhere in the 
body, showing positive skin reaction to tuberculin and radiological evidence of 
enlarged mediastinal glands. Its importance lies in the fact that it may be the 
first warning of recent tuberculous infection. . 


Lupus is result of infection of the skin by the tubercle bacilli. In children 
the tubercle bacilli may attack the skin by direct inoculation by way of abrasion 
by sitting over the sputum and by the blood stream. Scrofuloderma—usually 
an ulcerative process taking place over broken down tuberculous glands and 
joints—is invariably associated with secondary infection. 


Verruca vulgaris occurs chiefly in children. They are inoculable from one 
spot to another and from one individual to the other. They are discrete and 
may group to form large swelling. Verruca Plano Juvenilis, consists of pin 
head sized warts seen chiefly on the face and hands of children though they are 
met with in adults. They are smooth and have flat tops. 


Plantar warts or verruca plantaris is a troublesome skin infection among 
school children for it is a chronic disease which may cause considerable pain 
and disability to the patient. It is mildly infectious and is caused by a virus 
and it characteristically consists of a single wart in the metatarsal area. Flattenned 
wart may simulate acorn. Although there is evidence that wart is a self-limiting » | 
infection their maximum incidence around puberty suggests that there may be a 
hormonal factor concerned in its pathogenesis. 


Pain in the abdominal wall may precede the appearance of the eruption of 
herpes zoster by some hours or even some days and be of considerable severity 
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and might be so severe as to diagnose it as acute abdominal disease. It can 
be distinguished by the fact that there is a band of superficial hyperaesthesia in 
the distribution of the affected nerve and an absence of deep tenderness on 
palpation or involuntary rigidity. All doubts are dispelled before long by 
the appearance of the eruptions. 


Certain new formations of congenital origin occur on any part of the body. 
They are naevi and are for the most part congenital. 


There may be a primary error of fat metabolism or toxaemia migh tbe there, 
damaging the fat cells producing sclerema. It affects very young infants and is 
characterised by a patchy or more rarely diffuse solidification of subcutaneous 
fat, having a feeling of a India rubber. When the condition is more widespread 
the limbs and trunks become practically immobilised by their rigid subcutaneous 
casing. It is due to deposits of neutral fat in form of a circular crystals and 
that the melting point of fat is raised above normal. There isan accompanying 
inflamatory reaction consisting of an invasion of small round cells and a few 
giant cells. 


Sclerema neonatorum occurs rarely in new born infants. 


Xeroderma pigmentosa is a rare condition of skin which is hereditary. 
Its aetiology is not known. Its affection begins in infancy. They are macules 
of yellow and brown pigmentation on face and backs of hands. It is a slowly 
progressive condition. In addition to pigmentation there are signs of 
degenerations. 


Icthyosis is another congenital condition of skin which is inborn. The 
disease is inherited and often occurs in several members of the same family. The 
disease is usually noticed about the second year of life but some children are 
born with a condition closely resembling it (icthyosis congenita). These 
children are frequently premature. Skin is dry, thickened and scaly having 
mosaic like pattern. It is often pigmented making the skin appear dirty. The 
trunk and limbs are widely involved but palms, soles, flexures and face escape. 


Skin rashes of congenital syphilis consist of blotchy erythema usually 
dull red in colour and eventually the superficial layers of the skin flake off in 
small scales. Rash is particularly common over the buttocks, on soles of feet 
and palms of hands. Syphilitic rash is often more pronounced in the crease of 
the skin and close up to the edge of anus. Linear cracks or ulcers are likely to 
appear, radiating from the anus like the spokes of a wheel and there may also 
be raised greyish masses of epithelium or condylomata close to the anal 
margins. Similar patches of linear ulcerations may occur round the corners of 
the mouth and later give rise to radiating scars called rhagades. Sometimes 
the skin may be raised into blisters filled with seropurulent fluid called syphili- 
tic pemphigus. Inflamation of nail beds may occur also often with loss of nails. 
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In conclusion let me say that the dermatologist should have a fair - 
knowledge of paediatrics regarding the texture of skin, their pathology and how 
skin diseases are associated with heredity, principles of personal hygiene, 
environmental conditions, abdominal disorders, uncleanliness of children and 
their low sanitary conditions and the lack of immunity and their easy prey to 
infections of skin. 


A Case of Granuloma Snguinale 
By 
T. N. MATHUR, M. B. B. S., D. T. M., P. C. M. S., 
Assistant Bacteriologist, Government of Punjab, Karnal 
and 
K. N. DuTTA, L. S. M. F., L. T. M., L. O., P.C.M. S., 
Assistant Surgeon, Civil Hospital, Karnal (Pb.) 


Cases of granuloma inguinale are rare in the Punjab. It is, however, also 
possible that cases do occur but are not recognised. Thinking retrospectively 
we are of opinion that we have come across cases in the plains of the state. The 
idea to publish this case is to attract the attention of the readers to the possi- 
bility of finding this disease in the state. Recognition of the disease in a patient 
is important for if specific treatment is given the disease yields to it, otherwise 
the disease becomes chronic and causes disability and debility. 


Pandlai (1934) and Rajam (1934) have reported granuloma inguinale to be 
endemic in the regions of Madras and Northern circars. Cases of granuloma 
inguinale have been reported from Himachal Pradesh by Cutler et. al. (1952). 
They came across 14 cases. However it was only in one case that diagnosis 
was established microscopically. The other cases were diagnosed with history, 
physical examination, lack of reponse to penicillin and specific response to 
streptomycin. The case reported here, was also diagnosed on the history, 
physical examination and quick response to specific treatment. It is unfortunate 
that we could not think of establishing a diagnosis by demonstrating Donovan 
bodies before giving the patient streptomycin due to our non-familiarity with 
the disease. Instead of examining a smear from the cut surface of a granule, 
we had contented ourselves with examining a smear of the discharge and staining 
it with gram’s stain. The smear showed gram positive cocci. The smears 
were not stained for Donovan bodies. 


L:—A 13 years old married girl was admitted with the complaint of ulcers 
and sinuses on the upper third of her thigh. These ulcers and sinuses had been 
present for six months. The lesion had started on the outside of the left labia 
majora close to the thigh as a soft nodule, which later on became an ulcer. 
The ulcer spread gradually on the thigh outwards, upwards and downwards. It 
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had healed at places with formation of excessive scar tissue. There was foul 
smelling discharge from the ulcers and the patient had become very weak. She 
could walk with very great difficulty and was most of the time either sitting or 
lying down in bed. . It seems the patient contracted the disease from some 
person other than her husband with whom she had not lived at all. 


Physical examination: 


Patient looked very weak and wasted. She had a few sinuses on the upper 
third of the front, medial side, and lateral side of the thigh. The lesion was 
crossing the inguinal region and extending up the abdomen. Out of the sinuses 
and at other places in the lesion could be seen as ulcers with beefy red granulating 
small masses coming up. There was excessive formation of scar tissue which 
was irregular in distribution and gave a constricting look to the upper third 
of the thigh. There was foul discharge coming out of the sinuses and 
granulations. 


The left labia majora was slightly swollen. The lesion was a book picture 
of the photo shown in Manson's Tropical Diseases on page 679. Two views 
of the lesion were taken and are reproduced. The formation of scar tissue can 
be appreciated by looking at the photos which show constriction in the upper 
third of the thigh. 


Kahn test was negative. | 


For a week the patient was given antiseptic dressing and penicillin which 
did not seem to benefit her very much. One of us (K. N.) then put her on 
streptomycin because he had seen similar cases treated in Simla by the W. H. O. 
venereal disease team. 4% gm of streptomycin was given twice aday. The 
patient made rapid recovery, the discharge soon became less and the granulations 
disappeared. After 10 days treatment the patient improved so much in general 
health that it was difficult to recognise her. Two small ulcers }” and }” however 
remained, one on the media] side and another on the front of the thigh surro- 
unded by scar tissue. Treatment by streptomycin was continued, these two 
ulcers completely healed up and the patient improved further in general health. 
A total of 12 grams of streptomycin was given. The lesion was totally healed 
up 28 days after begining streptomycin. Rajam and Rangiah (1952) have 
reported successful treatment of 223 cases out of 227 with streptomycin. 
Other cases: 


One of us (T. N.) came across a case 4 years back in a Borstal boy aged 
18 years. This patient had two cauliflower like sessile masses of the size of 
hand with red beefy surface and plenty of foul watery discharge and situated on 
either side of the anus. The boy was daily becoming weaker and had become 
very wasted. Mistaking the disease for syphilitic condylomatas he was treated 
with 18 injections of N..A..B. Bismuth and mercury were also given but 
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without any benefit to him. The diagnosis of granuloma did not occur to the 
author at that time due to non-familiarity with the disease. 
SUMMARY 
A case of granuloma inguinale from the plains of Punjab is reported. The 
case was successfully treated with streptomycin, The case is of interest due to 
the lower age limit and doubtful history of sexual contact. 
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Incidence of Seropositivity and Frequency of Various Stigmata 


in Congenital Syphilis 
B 


R. N. NARULA, M. B. B. 5., P.C.M.S., 
Physician, I/C Venereal Diseases Team, ( Punjab-Kulu ) 


A study on congenital syphilis based on observations was carried out by 
V. D. team in the Kulu Valley during the year 1952. House to house surveys 
carried out in 9 villages, in different localities in Kulu valley, with an estimated 
population of 1300 persons out of which 720 were available for examination, 
showed an incidence of seropositivity for syphilis of 22,9%. 

Percentage of seropositivity discovered was still higher i. e. 30.12% if total 
work of the team i.e. work in the main V. D. Clinic at Kulu, Field Mobile 
Clinics and house to house surveys was taken into consideration. This obser- 
vation is based on S. T. S. examination of 7078 perrons. 

Incidence of seropositivity was somewhat higher in females than in males. 


It was felt that it might be interesting to study the effect of this high inci- 
dence of syphilis on children in the production of congenital syphilis. 
For this study children were divided into two groups. 


(A) School Children. 1291 school children between the ages of 6 to 18 
years with an average age of 10 years, from 18 different schools in Kulu Valley 
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were examined. Meinicke Klearance reaction (MKLR) slide modification was 
the serological test for syphilis (S. T. S.) done in all cases. A random sampling 
of the blood was drawn from most of the school boys present in the schools on 
the days of surveys. 


Out of this lot of 1291 school boys S. T. S. was positive in 60 only (4.64%). 
On examination some stigmata of congenital syphilis could be found in 40, and 
no stigmata could be detected in the rest 20. But there were 10 more students 
diagnosed as congenital syphilitic from clinical examination only, in whom 
S. T. S. was negative. These observations may be summarised as follows :— 


(1) At an average age.of 10 years, out of 70 students suffering from 
congenital syphilis S. T. S. was positive in 60 only i. e. percentage of seroposi- 


tivity was 85.71%, 
(2) Out of 70 congenital syphilitic children, stigmata of congential 


syphilis were found in 50 only i. e. 71.43% of patients. This in the main is 
similar to observations of other workers. 


Wile and Mundt (1942) observed one or more signs of congenital syphilis 
in 86 percent cases of late congenital syphilis that were observed under 
hospital conditions. 


ARVO OKSALA (TURKU) ascertained amongst his 126 patients of 
interstitial keratitis that only 9.4% were free from other stigmas, in other words 
stigma of congenital syphilis were found in 91.6% of cases. He observed that 
there was no significant difference in frequency of signs and stigmas between 
those patients with interstital keratitis and those without this complication. 


(b) Children in General. 71 cases of children with some stigma of 
congential syphilis were diagnosed out of other children in general (non-school 
boys). Average age of this group was 11.73 yrs. 


Combining the observations in both these groups of children details of 
various stigmata detected in 121 children of congenital syphilis with an average 
age of 11 years are given below in table number one, 


TABLE No. 1 


Percentage Percentage 
incidence of incidence of 


individual stigma individual 
Name of No. of children calculated on stigma 
stigma showing stigma total 141 pts. calculated on 
{average age 11 yrs) including 20 121 pts. exclud- 
without any ing 20 without 
stigma any stigma 
Corneal haze due to 
interstitial Keratitis 2 1.41% 1.65% 
Hutchinsonian incisors 16 11.34% 13.22%, 
Mulberry Molars 4 2.83%, 3. 
Saddle Nose 57 40.42% 47.10% 
Rhagadic Scars 9 6.38% 7.44% 
Sequelae of periostitis 17 12.05% 14.05% 
Deafness 0 
Frontal Bosses 46 32.62% 38.01% 
Thickened Clavicle 3 2.12% 2.48%, 
Facial Assymmetry 0 _ 
Clutton’s Joints 0 
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In table two below, frequency of various stigmata of congential syphilis is 
compared with that observed by other investigators. 


TABLE No, 2* 


Present Carvill- Klauder- Oksala 
Stigma series derby vandoren 126 pts. 
121 pts. 145 pts. 532 pts. P 


Hutchinsonian Incisors 13.22% , 57.1% 
Mulberry Molars 330% 9.5% 
Saddle Nose 47.10% ' 8.7% 
Rhagadic Scars 7.44% 39.7% 
Sequelae of periostitis 14.05% 4.8% 
Deafness — 4.8% 
Frontal Bosses 38.01% 19.8% 
Thickened Clavicle 2.48% 3.2% 
Facial Assymmetry 12.7% 
Clutton’s Joints _— 12.3% 9.4% 12.7% 


* Reference+-Transactions of the International Syposium on the study of Syphilis, 
Helsinki—Finland, 4-10 September 1950° P. 97. 

It is to be expected that the figures of various observers should differ 
considerably. There are conditions in environments of different communities 
that influence the signs and symptoms. Age at which patients were examined 
is also a factor and there are also subjective factors, since it is often extremely 
difficult to differentiate between normal variants and minor syphilitic 
stigmas ( Oksala ). 

It is possible that greater frequency of frontal bosses and saddle nose dis- 
covered in Kulu Valley amongst congenital syphilitic children may possibly 
partly be due to different features of that group of population. 

It has also been observed by OKSALA that frequency of various stigmas 
varies with age. He divided his 125 cases into 2 groups according to age with 
dividing line at 20 years. Frequency of these stigmata is compared in the 
following Table No. 3. 


TABLE No. 3 


Entir2 Material Under 20 years Above 20 yrs 
126 patients 52 patients 74 pts. 


Hutchitrsonian Incisors 67.1% 65.4% 51.4% 
Mulberry Molars 9.5% 15.4% 5.4% 
Saddle nose 8.7% ra 10.8% 
Rhagadic Scars 39.7% 44.6% 
Sequelae of periostitis 4.8% ; 4 6.8% 
Deafness . 4.8% 5.4% 
Frontal Bosses 19.8% 4 9.5% 
Clutton’s Joints 12.7% ame 16.2%, 
Thickened Clavicle 3.2% 41% 
Facial Assymmetry 12.7% 16.2% . 
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In 141 patients of congenital syphilis on an average 1.09 stigmas were 
present in each patient, excluding 20 patients who had no stigmas at all, 
average number of stigmas per patient was 1.27. 


Comparing the same with other workers, average number of stigmas per 
patient of congenital syphilis was 1.57 in 145 patients studied by CARVILL 
DERBY, 0.86 in 532 patients studied by KLANDER VANDOREN and 
1.73 in 126 patients studied by OKSALA. 
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Use and Abuse of Cortisone and Corticotropin (ACTH) in Dermatology 


At the present time, cortisone and corticotropin are used extensively and 
sometimes indiscriminately in the treatment of cutaneous diseases of all types, - 
and patients with dermatoses that run a short and self-limited course and those 
with fatal skin diseases now receive these drugs uniformly. The administration 
of excessive doses of these drugs or their prolonged use may produce serious and 
prolonged undesirable reactions, which sometimes disappear when treatment is 
discontinued. The experience thus far accumulated suggests that these 
unfavourable sequelae may become manifest months after the administration of 
the drug is stopped and that they may be of a serious nature, 


The administration of cortisone or corticotropin suppresses the secretion of 
endogenous adrenocorticotrophic hormone by the anterior lobe of the pituitary 
body. In addition to the unfavorable side-effects as noted in the skin, namely 
increased pigmentation, hirsutism or alopecia, seborrhea-like dermatitis, acne, 
atrophic striae, and the “ moon face’ of Cushing’s syndrome, it is necessary to 
bear in mind that cerebral disturbances, convulsive attacks, and changes in 
personality may develop. In addition, alterations in the electrolyte metabolism 
resulting in retention of salt and water associated with edema and gain in weight 
may require adjustment of the intake of sodium chloride and potassium. The 
transient hyperglycemia usually disappears wher administration of the drug is 
stopped, although the hypertension that develops may persist and be serious. 
Intercurrent infections, such as tuberculosis, peritonitis, streptococcic and 
staphylococcic infections and influenza, may be masked by the administration 
of these drugs and accordingly overlooked. 
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Gastric and duodenal ulcers may bleed or perforate; suppression of gonadal 
activity with irregular menses and decrease in libido may be noted, and local 
urticarial reactions and anaphylactic shock may follow intramuscular injection 
of corticotropin. Thromboembolic phenomena and thrombophlebitis may occur, 
but the cause or mechanism of their production is unknown. 


According to Sulzberger and Baer, the actions of corticotropin and cortisone 
on cutaneous physiological, pathological and immunologic processes have been 
studied by Herrmann, Sauer, Millberg, and their associates. The following 
actions were mentioned; ‘“‘ The skin temperature tends to become elevated.... 
The delivery of sweat to the surface tends to be diminished....The flow in the 
peripheral blood capillaries tends to be accelerated.... The nonallergic and allergic 


immediate urticarial response to scratch or intradermal tests appears to remain 
grossly unaltered or to be but slightly diminished....According to some reports, 
in many cases the 48 hour tuberculin type response undergoes a more or less 
marked reduction or even becomes abolished.... There appears to be an inhibi- 
tory effect on the activity of hyaluronidase 


Ill-defined clinical signs of varying degrees of severity that suggest 
depressed adrenal cortical function may occur in the form of weakness, fatiga- 
bility, and a drop in the blood pressure. These may be noted after the admini- 
stration of cortisone or corticotropin is stopped. Nausea and depression also 
may be present. All taken together indicate that the administration of the drug 
has been discontinued too rapidly. These symptoms may persist for varying 
periods of time and are not dependent on the dose of the drug or on the duration 
of the treatment. In addition, the excretion of 17—-ketosteroids is sometimes 
decreased shortly after administration of cortisone is started, and this decreased 
excretion may persist during administration of the drug and for a variable period 
thereafter. In fact, this decrease in used as a test for adrenal function by some 
investigators. Neither the shortest period of treatment nor the minimal dose of 
cortisone that will produce suppression of adrenal cortical function is known» 
although it is suggested that any dose that equals or exceeds the daily require- 
ment may suppress the endogenous function of the adrenal cortex, and this dose 
may be as small as 20 mg. a day. 


The administration of cortisone in cases of dermatological disease may 
produce other clinical effécts, which cannot be explained at this time. In some 
cases, the morphological features of the disease change and are replaced by 
another clinical syndrome. This effect is exemplified in cases of the mild 
systemic type of lupus erythematosus in which the features of lupus erythema- 
tosus may disappear and be replaced by the classic clinical and pathological 
signs of psoriasis. Patients who have incompletely generalized dermatitis may 
be benefited by the first course of cortisone therapy, but they may not receive 
any benefit from the second course after the disease has recurred. In some 
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cases of classic dermatoses, the administration of cortisone or corticotropin 
distorts the morphological features of the lesions so much that they cannot be 
recognized. The generalized hyperpigmentation that may follow a course of 
cortisone therapy may confuse the clinical picture. Diseases such as psoriasis 
and lichen planus, which occasionally become generalized, may spread rapidly 
and become universal while the patient is undergoing treatment with one of 
the steroids. 

Contraindications to the use of cortisone or corticotropin include heart 
failure, hypertension, renal insufficiency, psychotic tendencies, duodenal ulcer, 
and tuberculosis. Diabetes mellitus is not a contraindication to the admini- 
stration of these drugs, since it is not difficult to control unless large doses of 
these drugs are used. 


BENEFICIAL EFFECTS OF CORTISONE AND CORTICOTROPIN 


It is now generally agreed that neither of these drugs is curative and that 
the favorable results of treatment of different types of dermatoses with these 
drugs are variable. In those diseases in which treatment is said to produce 
marked improvement, the good results do not appear regularly in each case. 
On the other hand, in cases in which benefit from treatment is not anticipated 
the patients occasionally will display evidence of remarkable improvement. 
This therapeutic inconsistency tends to make treatment with these drugs a trial 


procedure in each case. Corticotropin and cortisone have been of value in two 
diseases that cause death, namely, pemphigus vulgaris and systemic lupus 
erythematosus. They apparently are more effective on the vulgaris type of 
pemphigus than they are in the foliaceous and vegetative types. 


If a remission occurs, it has longer in cases in which the disease is of the 
foliaceous type than it does in cases in which the disease is of the vulgaris 
type. In most cases of pemphigus, the oral administration of 200 mg. or more 
of cortisone per day will stop the formation of blebs and blisters. In an occa- 
sional case, the oral administration of 400 to 500 mg. of cortisone per day or 
the intramuscular injection of 100 to 150 mg. of corticotropin may be necessary 

to control the pemphigus. Oral administration of 50 to 100 mg. of cortisone 
per day usually is necessary to maintain a remission, and we have found that 
potassium chloride and ascorbic acid are valnable adjuncts. When the admini- 
stration of cortisone is discontinued or its dose is reduced too rapidly, the 
cutaneous lesions usually recur, and the recurrent lesions are severer and more 
resistant to treatment than were the original lesions. 


In cases of lupus erythematosus of the acute and _ severe 
systemic type, administration of cortisone frequently will produce a 
remission, which may be maintained for several years. Although the 
severity of the clinical symptoms is lessened, laboratory examinations 
reveal little change since hematological examination still discloses lupus 
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erythematosus cells, an increased sedimentation rate of the erythrocytes, 
and leukopenia and urinalysis reveals evidence of renal disease. The clinical 
improvement is characterized by an increase in sense of wellbeing, by a decrease 
of fever, and by a lessening of the severity of the arthralgia and facial erythema. 
A decrease in the extent of the pleural and peritoneal effusion occasionally will 
occur. In the acute type of this disease, a recurrence is uncontrollable if it 
develops while the patient is receiving cortisone. In the subacute types of lupus 
ervthematosus, in which the clinical symptoms are less severe than they are in 
the acute type and the laboratory findings are less significant, the symptomatic 
results are less striking. In our experience, with a rare striking exception, the 
remissions that occurred in most of our patients with acute systemic lupus 
erythematosus have been of short duration and the patients eventually have 
died of the disease. Neither time nor space warrants our enumerating detailed 
experiences in the treatment of other cutaneous diseases with corticotropin, but 
there have been decidedly more therapeutic disappointments than successes. 

In cases of sarcoidosis, lymphoblastoma, dermatomyositis, scleroderma, 
and acrosclerosis, the results of treatment with cortisone or corticotropin are 
unsatisfactory. In fact, we now believe, contrary to our early opinion, that 
acrosclerosis is a definite contraindication to the use of corticotropin or corti- 
sone. We know of six cases in which the patients, who were young women 
with acrosclerosis of two years’ duration or less, died of cerebrovascular accident 
associated with severe hypertension and renal disease. These are not common 
complications of acrosclerosis but are significant in view of the fact that they 
appeared three to four months after the administration of cortisone was started. 
Since necropsy was not performed in any of these cases, evidence that cortisone 
was responsible for the development of these complications is presumptive. We 
feel, however, that these cases are worth recording. Neither corticotropin nor 
cortisone will produce permanent improvement in cases of cutaneous sclerosis 
of the localized, generalized, cr acrosclerotic type. 

The influence of cortisone and corticotropin on the less severe skin disease, 
those characterized by inflammatory cutaneous reactions, is often striking and 
really worth while; however, improvement is variable and not predictable. In 
dermatitis venenata ( poison ivy ), Wrong and Smith reported that the admini- 
stration of cortisone produced excellent results in 8 of 15 cases of contact 
dermatitis due to Rhus toxicodendron ( poison ivy ). In these cases, it shortened 
the course of the disease, caused softening and drying of the blisters, and reduced 
the severity of the erythema and edema. Equally favourable results have been 
obtained in cases of acute drug eruptions, urticaria, angioneurotic edema, and 
erythema multiforme. In the treatment of these diseases, cortisone or corti- 
cotropin should be administered for two or three days. Cortisone should be 
administered orally ‘in daily doses of 200 mg. or less, or corticotropin should be 
administered slowly by the intravenous route in doses of 25 to 50 mg. per day. 
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Some physicians believe that atopic dermatitis is helped materially by cor- 
tisone therapy. Our experience would indicate that the only significant benefit 
in cases of this disease is the relief of paroxysms of itching, and this is not great 
enough to warrant the use of cortisone. Occasionally, a remission will occur 
and may be maintained by constant treatment. As is true in cases of other 
diseases that have been mentioned, if the dermatitis recurs after the administra- 
tion of cortisone, it is severe and resistant to all types of treatment. 


Dillaha and Rothman reported that a rapid regrowth of hair occurred after 
the oral administration of 100 to 150 mg. of cortisone acetate per day in cases 
of alopecia areata and alopecia totalis. We also noted a definite return of hair 
in cases in which cortisone therapy was administered, but the growth was 
irregular and the hair fell out when the administration of cortisone was stopped. 
In some cases, it even fell out while the drug was being administered. Corti- 
sone will cause hair to regrow, but the patient is usually unable to keep it. 


In an occasional case of eczema, psoriasis, seborrheic dermatitis, or similar 
type of dermatoses, the patients will derive great benefit from the oral admini- 
stration of 100 mg. of cortisone a day for three or four days. The second or 
third course of treatment may not produce a similar response, and not all of the 
patients will be benefited by the initial course. 


Sulzberger, Witten, and Smith recently reported that an ointment containing 
1, 2.5, or 5% of hydrocortisone acetate was of considerable value as an 
antipruritic in cases of atopic dermatitis, eczema, pruritus ani, pruritus vulvae, 
and localized neurodermatitis. The ultimate effects of the local application of 
this drug are not known. Whether or not it will cause undesirable side-effects 
can be determined only by further trial and study. At present, this drug is 
prohibitively expensive. 

EFFECTS ON INFECTIONS AND LYMPHOID TISSUE 


Cortisone and corticotropin have a suppressive effect on inflammatory 
reactions and have a tendency to mask the signs of intercurrent infection. As 
a result, abscesses may form; tuberculous lesions may become more extensive; 
peritonitis, septicemia, and other serious complications may develop, and syste- 
mic fungous infections may be diseminated. These complications may not be 
recognized until they are far advanced. If the administration of cortisone or 
corticotropin is discontinued abruptly when one of these complications occurs, 
adrenal cortical insufficiency may develop. Cortisone and corticotropin cause 
destruction of some types of neoplastic tissue and normal lymphoid tissue. 


The effects of cortisone and corticotropin are seen in almost every system 
of the body. Therapeutically, their usefulness in dermatological practice is 
limited primarily to decreasing the reaction of tissue to injury and to decreasing 
allergic and hypersensitivity reactions. Although the healing of self-limited 
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lesions may be accelerated, although chronic conditions may be temporarily 
ameliorated, and although life may be prolonged in cases of serious fatal 
diseases, the physician must weigh the potential dangers and probable unde- 
sirable side-effects, including death, of cortisone and corticotropin against the 
advantages in each case. Once therapy is instituted, it is necessary to maintain 
adequate but not excessive dosage, to discontinue administration of the drug 
gradually and slowly, and to anticipate the onset of complications during and 
after treatment. 


—Paul A. O’Leary and J. G. Erickson, 
The J. A. M. A,, Vol. 152, No. 18, Aug. 29, 1953, Pp. 1695. 


Studies on the Life Cycle of Treponema Pallidum 


DeLamater and his associates, using specially stained preparations as well 
as the phase contrast microscope, have made a series of interesting and impor- 
tant observations on the occurrence of a complex life cycle in pathogenic forms 
of this microorganism, 


These investigators have shown that the pathogenic T. pallidum, as it 
exists in the syphilitic rabbit testis, has two means of vegetative reproduction. 
One (and probably the most important) is by simple transverse division; the 
other is by production of buds or gemmae. In transverse division, a spirochete 
about to divide, bends rapidly at one point, forming a sharp angle on itself. 
Then it lashes back and forth until a break occurs in the continuity of its cell 
body. After a short rest period the two parts begin to rotate in opposite 
directions and twist themselves apart. The production of buds may occur at 
any point along the spirochetal body and the buds may be single or multiple. 
In this type of reproduction the buds separate from the parent spirochete, 
remain free, and then form unispirochetal cysts. In each of these cysts a single 
spirochete develops, differentiates and finally emerges. 


In addition, these investigators have also found that a more complex life 
cycle may occur in the pathogenic Treponema pallidum. In this, actively 
motile spirochetes come together in pairs or complex clusters and appear to 
fuse. Then large multispirochetal cysts are formed and in these, numerous 
organisms begin to develop. Later on the spirochetes emerge from the large 
cysts and go on to reproduce vegetatively by undergoing the type of transverse 
division and bud formation already described. Observations of this type, made 
by phase contrast microscopy, have now been confirmed by stained material. 
The results strongly suggest that in addition to vegetative reproduction by 
transverse division and by the production of buds, a complex life cycle occurs 
in pathogenic forms of Treponema pallidum. 
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Penicillin Treatment of Syphilis 


The introduction of the slowly absorbed crystalline procaine penicillin 
G in oil with 2 per cent aluminum monostearate has made it even easier to 
adopt a variety of schedules for the treatment of all types of the disease on an 
ambulatory basis. The most satisfactory and the most convenient form of 
treatment for all types of syphilis at the present time is that employing a slowly 
absorbed penicillin, intramuscularly, twice weekly until the desired total dosage 
has been reached. Moreover, there is an added advantage in using slowly 
absorbed penicillin over longer periods of time since we now know that, within 
limits, the longer the period taken to administer a given total dosage of penici- 
llin, the more effective the therapy is. The reason for this is that Treponema 
pallidum, although it is susceptible to relatively low concentrations of penicillin, 
has a much longer killing time than most other organisms-indicating the nece- 
ssity for maintaining adequate levels of penicillin in the tissues for a sufficient 
period of time. 


A total dose of 4.8 to 6 million units for early syphilis and six to nine 
million units for latent and late benign syphilis will probably be sufficient and 
will certainly be as effective as any combination of heavy metal therapy 
used in the past. 


For cardiovascular syphilis and all types of neurosyphilis the same type 
of penicillin, given twice weekly, to a total dosage of 12 to 18 million units is 
probably the treatment of choice. If necessary, repeated courses of treatment 
may be given after six months or so. In cardiovascular syphilis, many clini- 
cians have discarded preparation with heavy metals before starting penicillin 
therapy and, in fact, start treatment on full doses of penicillin. Herxheimer 
reactions have not been common in cardiovascular syphilis treated with penici- 
llin. Moreover, if such a reaction is to occur it will probably do so as readily 
when treatment is begun with small doses of penicillin as when full doses are 
used initially. In neurosyphilis, fever therapy is still used and may very well 
be advisable if the results from penicillin alone, either clinical or serologic, 
are unsatisfactory. 


Penicillin, 600,000 units twice weekly for five weeks, given to the pregnant 
woman at the end of the first trimester will prevent congenital syphilis. ' If 
labor is imminent the penicillin may be given in daily doses. Even if it appears 
to be too late to prevent infection of the fetus, penicillin treatment may be very 
effective in “curing” such an infection in utero. Pregnant women who have 
already received adequate penicillin treatment for syphilis in the past need not 
be re-treated during subsequent pregnancies if the serologic tests have become 
negative or remain at a fixed low titer. In such cases, however, if there is any 
doubt whatsoever, it is safer to re-treat. 
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In early congenital cases, 20,000 units of slowly absorbed penicillin per 
pound of body weight twice weekly for four to five weeks is effective. In older 
children 600,000 units twice weekly for five weeks is usually recommended. 


Reactions to penicillin—aluminum monostearate are less numerous than 
were the reactions to the older penicillin preparations. The fact that a patient 
develops urticaria or other manifestations of penicillin sensitivity during therapy 
does not mean that the sensitivity is permanent. Indeed, the evidence is that 
penicillin sensitivity is often rather transitory and many of these cases will 
tolerate penicillin within a few weeks after the reaction has subsided. If not, 
then penicillin “O" or even other antibiotics such as aureomycin, 3 to 4 grams 
daily for two to three weeks, may be tried. 


Treatment of the So—called Minor Venereal Seen 


It may be worthwhile to mention briefly the use of the newer antibiotics 
in the treatment of the so-called minor venereal infections-lymphogranuloma 
venereum, granuloma inguinale and chancroid. 


Granuloma inguinale may be treated with streptomycin two grams daily 
for three weeks or with aureomycin, terramycin or chloramphenicol two to 
three grams daily for three weeks. Streptomycin is perhaps the most effective 
agent in this disease although one sometimes encounters cases which are 
resistant to this drug and ultimately respond better to one of the other agents. 
Recently dihydrostreptomycin has been used with good results but its use for 
any prolonged period of time is not favoured because of the toxicity it has shown 
for the hearing apparatus, Streptomycin may cause disturbing vestibular 
damage but this is something that the patient can compensate for. The sudden 
deafness sometimes encountered after prolonged dihydro-streptomycin treatment 
is apt to be permanent and this is something that one cannot compensate for. 


Lymphogranuloma venereum in its early stages—with local ulcer forma- 
tion and buboes-does not respond very well to any of the antibiotics. At this 
stage of the disease, sulfadiazine, four grams daily for about three weeks, is 
probably the best treatment available. In the later manifestations, that is, 
cases with proctitis or draining sinuses, etc. aureomycin is probably the 
treatment of choice. A dose of 2 grams daily must sometimes be continued for 
four to eight weeks before an effect is obtained. Although nothing much is 
said about it in the literature there is really nothing to prevent combined therapy 
with aureomycin and sulfadiazine. 

For the treatment of chancroid, streptomycin, aureomycin and chloram- 
phenicol are all effective when given in doses of two grams daily for seven 
to ten days. Sulfadiazine is also very effective and actually is still about as 


good a method of treatment as any. 


—C. T. Nelson, The Bulletin of New York Academy of Medicine, 
Vol. 29, No. 2, Pp. 144. 
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The Practical Aspects and the Differentiation Between Lymphogranuloma 
Venereum and Cancer 


Cancer is so frequently found in association with and superimposed on 
lymphogranuloma venereum that a physician must be alert to recognize this 
association and outline an adequate treatment program as early as_ possible. 
It should be stated that cancer that is associated with or caused by lymphogra- 
nuloma venereum also possesses the characteristic that it involves the rectum 
and genital or reproductive organs. Therefore, the location of the cancer is 
one point of some diagnostic significance. 


The causative agent of lymphogranuloma venereum is regarded by some 
as a large virus and by others as a small rickettsia. The frequent occurrence 
of cancer in conjunction with lymphogranuloma venereum has been one of 
the bits of evidence contributing to the theory that cancer is caused by a virus. 


The mode of transmission of lymphogranuloma venereum is by contact with 
infected material. 


The diagnosis of lymphogranuloma venereum is most frequently by the 
Frei test. The complement fixation test with lygranum is also of'confirmatory 
value. Biopsy, in both the male and female, shows a characteristic palisade 
formation of the cells :f the disease is uncomplicated. A rectal biopsy specimen 
shows inflammatory tissue with many epithelioid cells in palisade formation, 
much increase in collagen fibrils, and ofttimes giant cells and eosinophils. 


The clinical history of the male patient with lymphogranuloma venereum 
is small vesicle occurring on the glans penis or prepuce after coitus, which in 
a few days is followed by a swelling of one or both inguinal lymph nodes, 
In a male who is inoculated through the practice of sodomy, the initial lesion 
is a pimple which occurs on the anal verge, in the anal canal, or in the rectum 
itself, and is not usually seen, In such a case the inguinal nodes may not be 
involved, especially since the infection may drain towards Gerota’s lymph 
nodes. Proctitis and rectal stricture may result. 


In the case of the female, the small transient vesicle may occur on the 
vulva, vaginal wall or cervix. This is usually followed »y an inguinal bubo. 
In untreated cases a proctitis or vulvovaginitis may ensue, resulting in rectal 
stricture, vaginal or urethral stricture, with or without rectovaginal fistula. 


The clinical and pathological changes found in lymphogranuloma venereum 
are of two types, the acute and chronic. In the acute form we note the bubo 
and proctitis. The bubo is manifested by painful swelling of lymph nodes in 
either or both inguinal regions. One or more nodes may be involved. They 
may become matted together. The node or nodes are hard, tender, and may or 
may not undergo necrosis with subsequent development of sinuses. 
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Acute proctitis is manifested clinically by rectal pain, tenesmus and bloody 
muco~purulent discharge. The rectal wall becomes edematous, is covered by a 
layer of inflammatory tissue, and is friable and bleeds easily. The pathology 
shows chronic and acute inflammatory cells with many epithelial cells arranged 
in palisade formation. Often large and small abscesses may be noted. 


In the later stages of chronic lymphogranuloma venereum may be outward 
stigmas in the female, such as elephantiasis of the vulva, rectovaginal fistulae, 
and fistulae—in—ano, behind the stricture or proximal to the stricture, cockscomb 
tags around the anus and strictures of the anus or rectum which may extend up 
to and involve the rectosigmoid and may even, in some instances involve the 
entire colon. Lesions have been found in the small bowel and, in females, in 
the fallopian tubes and ovaries. In the male urethral strictures may occur. 
The throat, eyes, and even the meninges may be involved. The stricture is 
cylindrical in shape and variable in length. The rectal wall is thickened at the 
point of stricture and there is ulceration proximal to or above the stricture. In 
the average well-developed stricture, the rectal wall is thickened and all of its 
coverings are blended into a scleroedematous mass which involves the muscular 
layer and ofttimes there is a great amount of perirectal scar tissue. Sometimes 
there is a lipofibrosclerotic change in all walls of the rectum. Microscopically, 
the muscularis undergoes degeneration and is replaced by scar tissue and one 
notes a subacute inflammatory process which spreads befween the normal 


elements of the tissue, following the vascular and lymphatic systems, com- 
pressing and destroying them. A purulent exudate is present and the submucosa 
is destroyed. The nodular masses, which are often felt on palpation, are com- 
posed chiefly of round cells. The appearance is that of a chronic granuloma 
of the rectum which, until about twenty years ago, was mistakenly considered 
to be of tuberculous or syphilitic origin. 


In several hundred stricture cases it is found a carcinoma of the vulva or 
anus occurring in roughly 10 per cent of the cases. These cancers are squa- 
mous cell type carcinomas. In a few instances adenocarcinomas of the rectum 
are seen, Carcinoma of the penis is often superimposed on lymphogranuloma 
venereum. Squamous cell carcinomas of the bladder and abdominal wall have 
been noted in our clinic in association with lymphogranuloma venereum. 


The carcinomatous involvement of the vulva and anus in the cases have 
been too far advanced for even surgery to be anything but palliative. Roentgen 
therapy has been used satisfactorily as a palliative measure. The prognosis of 
carcinoma of the penis, if the organ is amputated and the inguinal glands 
dissected out, is good. There is one hopeful note—that lymphogranuloma 
venereum, in its early stages of initial lesion and bubo and in cases of acute 
proctitis, is curable with aureomycin or terramycin. These antibiotics currently 
offer the best possibility of preventing the later development of cancer. Hence 
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there is strict need for the early diagnosis and treatment of lymphogranuloma 
venereum. 


The two major such complications that are to be found in the study of 
rectal strictures, are acute intestinal obstruction and rupture of the stricture due 
to attempted dilatation by inexperienced surgeons. One essential step in the 
treatment of such strictures, when they are far advanced, is a simple colostomy, 
which restores temporarily the health and nutrition of the very toxic, partially 
obstructed and undernourished patient. 


Amputation of the penis is recommended in all cases involving that organ, 
with dissection of the inguinal lymph nodes, and early excision of the vulva in 
cases where the labia minora and majora are involved. Incidentally, in the 
usual course of this disease, the involvement of the vagina is a late development. 
A colostomy may be life-saving in correcting the obstruction of the fecal flow, 
but if there is cancer of the anus or rectum with a stricture, there should be an 
abdomino-perineal resection. 


—L. T. Wright, The Harlem Hospital Bulletin, 
Vol. 6, No. 2, Sept 1953, Pp. 74. 


Chloromycetin in Gonorrhea 


A single oral dose of 2 Gm. of chloromycetin given to 226 patients with 
simple acute gonorrhea produced negative urethral cultures in 93.3 per cent of 
the cases, according to Barret and Benton in Am. J. Syph., Gonorrh. and 
Ven. Dis. [37:165 (1953)]. In another series of patients treated with a 
single oral dose of 1 Gm. of chloromycetin, 88.7 per cent had negative urethral 
cultures one week after treatment. The negative culture rate in a series o 
controls treated with penicillin was 97.4 per cent. The authors pointed out 
that the failures in both the chloromycetin and the penicillin series could have 
been due to re-exposure and re-infection rather than actual treatment failure. 
Medical Times, New York, Oct. 1953. 


Vitamin A Cream in Dermatology 

In order to prevent excessive metaplasia and hyperkeratosis vitamin A is 
essential, according to Lubowe in a communication in Am. Perfumer 
{ 61:284 (1953) ]. He pointed out that there is thought to be a lack of vitamin 
A in acne, keratosis follicularis, xerosis, icthyosis, atopic eczemas, seborrheic 
keratosis, keratosis pilaris, and glossitis. The author suggested the following 
formula for an all-purpose vitamin A cream: 


Vitamin A pil als 100,000 units 
Sesame Oil 10.0 cc, 
Duponol 1.0 Gm. 


Hydrophilic Ointment U.S.P. q.s. ad. 100.0 Gm. 
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The author also stated that he had used Vitamin A and D ointment and 
cod liver oil omtment for a number of years in the treatment of fissures and 
ulcerations of the skin to produce rapid epithelialization, with excellent results. 
Medical Times, New York., Oct. 1953. 


Terramycin Ointment Used in 845 Patients with Skin Ills; Doctors 
Report No Sensitivity Reactions To Antibiotic 


Terramycin ointment was used on 845 patients with various skin diseases 
and not a single case of irritation could be traced to the antibiotic, report Drs. 
Carroll S. Wright and Donald N. Tschan ma recent issue of the A. M. A- 
Archives of Dermatology and Syphilology. 


In four cases, the doctors state, irritation of the skin occurred, but in each 
mstance the sensitivity was traced to the omtment base. 


In their summary Drs. Wright and Tschan note that: 


“Impetigo contagiosa responded promptly, 82 of 90 patients being cured 
within 24 hours to 7 days. 


“Deeper imfection such as folliculitis and sycosis vulgaris responded more 
slowly but 101 of 106 cases were cured. u 


“Terramycin ointment proved efficacious im clearing up secondary impeti- 
Ginization im cases of contact dermatitis, atopic eczema, dermatophytosis and 
seborrheic eczema. 

“Viral diseases of the skin and dermatosis other than bacterial infections 
failed to respond to terramycin applied topically. 

“In the treatment of wounds following minor skin surgery, infection did 
not develop in a single case.” " 
Medical Times, New York. 


INTERNATIONAL PROGRESS IN COMBATING 
V. D. & DERMATOLOGY 


Fight Against Leprosy With B. C. 6. 


The use of the anti-tuberculosis drug BCG as a means of giving immuni- 
sation against leprosy is to be the subject of experiments in West Africa 
Work on the connection between BCG, tuberculosis and leprosy carried out in 
the area is described in the Report on Colonial Research for 1952-53, just 
published. 


Research workers in other countries have reported that tuberculosis infe- 
- ¢tion is usually accompanied even im healthy people with no contact with 
leprosy, by a positive reaction to tests for leprosy, and this is generally regarded 
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as indicating relative immunity to leprosy. It has also been observed that 
people given BCG who have negative reactions to tests for tuberculosis and 


leprosy have developed positive reactions to both. BCG may, therefore, give 
some immunity from leprosy. 


The further idea that tuberculosis mfection (which, in fact, BCG produces 
in a mild form) produces immunity to leprosy would explain why leprosy has 
disappeared from certain countries and persists and spreads in others. 


The findings resulting from a series of experiments on these lines carried 
out by the West Africa leprosy research unit give strong evidence in favour of 
the theory and suggest that BCG could possibly or probably be of value in 
preventing infection. Another series of experiments to assess this value is to 
be made. Already all healthy children of leprous parents who are born in or 
brought to the Uzuakoli leprosy settlement in Nigeria are being given BCG. 


B. 1. S., New Delhi. 


The Seaman Versus VD 


It is true that the new drug penicillin has caused a considerable drop in 
the number of VD cases on shore, but the seafarer, by the nature of his calling, 
is particularly exposed to those diseases, and again because of his calling, it is 
difficult to ensure for him the same standard of medical treatment as is generally 
available to members of other sections of the population. Not only is he liable 


to contract any disease that happens to be prevalent at a port of call, he may 
spread it at the next. 


In port, he is often surrounded by strangers with whom communication is 
impossible, bar and brothel are sometimes the only places where he is accepted 
as a normal human being and does not feel out of place. And all too often, 
when his ship sets out to sea again, he carries the germs of disease with him. 


From the point of view of VD control, these occupational factors create 
special problems. As the sailor is ever on the move, the doctor in one port 
may have difficulty in determining his medical history, perhaps because of a 
language barrier, perhaps because the seaman does not know. What was the 
diagnosis? What treatment has been given? Has progress been satisfactory ? 
Shore leave may be too short for a fresh diagnosis, and the best treatment is 
consequently not easy to determine. 


To overcome these difficulties, the ‘Office international d’ Hygiene 
publique ” (of which the World Health Organization is the successor ) produced 
an international personal booklet, a copy of which was to be given to every 
seaman treated for VD, and in which the necessary information could be 
recorded. An enquiry conducted by the Rotterdam Centre revealed that in 
many ports these booklets are not used and that in some they are even unknown. 
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Then again, bacteriological diagnostic methods have not been standardized 
internationally, so that a doctor may not be able to evaluate a laboratory report 
made in the last place the seaman visited. 


As a solution to these problems, one Dutch shipping company adopted the 
interesting practice of placing on board its freighters a male nurse who at the 
same time is the ship’s clerk. It had the surprising result of stepping up the 
number of VD cases reporting for treatment from 7.5% to as much as 17% of 
the personnel (the figures are based on the European crews of 11 freighters 
over the period of one year ), and it is thought that if all cases were reported the 
figure would be even higher. This gives some idea of how serious the VD 
problem is. 

SHORE FACILITIES 

As regards facilities for treatment in port, the enquiries conducted by the 
Rotterdam Centre show that they are often unsatisfactory. Sometimes the 
clinics are far away from the docks and difficult to reach. Hours of opening 
may be short and there may be a long wait. One VD clinic in Amsterdam and 
one in Copenhagen, for example, are open for only one hour a day. These 
admittedly, are extreme cases, but if we consider the crews of tankers, for 
example, which stay but a very short time in port, it is obvious that everything 
should be done to make consultation and treatment easily available. In the 
East, some sailors are reluctant to attend free clinics, partly because of racial 
prejudice, partly because they have no confidence in the methods of treatment. 
From other places, however, came reports of very good VD centres; they are 
located near the docks and are easy to find, free help is given day and night, and 
hospital beds are also available free of charge. One centre has special bacte- 
riological and serological laboratories. 


In general, hospitalization is a vexed question. Administrative and 
financial difficulties of all sorts may arise. Seamen may be reluctant to go to 
hospital because they are in a foreign country, or because it costs money. And 
what of the sailor who on discharge from hospital has no money and finds his 
ship gone? If some social service does not take care of him, he may well fall 
into the hands of the police, who will perhaps expel him from the country. 


PENICILLIN ON SHIP-BOARD 
In recent years, the custom has been establishing itself of penicillin being 
given on board ship by medically non-qualified personnel. Regulations differ 
from country to country, but on the ships of the major maritime nations, e. g. 
England, it is usual, when no doctor is carried on board, for the mate or the 
chief steward to give penicillin treatment to patients and suspects. 


Yet there is no doubt that such use of penicillin can be extremely valuable, 
particularly in cases of gonorrhoea. For syphilis, there are certain reservations, 
as the diagnosis of this disease calls for a darkfield microscope. In this type 
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of microscope, light does not fall on the slide directly but is diffused and reflects 
from the spirochetes as they move through the serum. But even if such 
apparatus were carried on board it would requife a qualified doctor to tell the 
difference between the spirochetes of syphilis and those, for example, associated 
. with trench mouth. So a proper diagnosis by a qualified doctor is called for. 


The quick cure does not always encourage the patient to take the necessary 
follow-up treatment, nor indeed it prevents the quick reinfection. It is obvious, 
then, that any determined effort to reduce the incidence of VD must go beyond 
purely medical and administrative measures to embrace the social and psycho- 
logical aspects cf the problem. Better living conditions on board ship, and 
properly run centres for recreation and meeting peeple on shore would go far 
to reduce the explosive loneliness of the seafarer. 


From the psychological point of view, a better understanding of the motives 
underlying prostitution is essential in the fight against VD. Here we must 
consider the customer as well as the prostitute-the one is nothing without the 
other. Efforts to eradicate only prostitution are bound to fail as they have 
failed in the past, for prostitute and client are bound by promiscuity, by the 
inclination towards temporary intercourse with different people. 


It has, for example, besn observed that the general mental level of prosti- 
tutes in highly developed countries is low. The roots of promiscuity lie deep 
and so far not enough is known about this side of the question. 


It is with these and related subjects-medical, administrative, social, 
psychological-that the international course at the Rotterdam Port Demonstration 
Centre is concerned. It will last for 12 weeks and is being attended by 11 VD 
specialists~physicians, social workers and serologists-from countries in Europe. 
The course is exclusively in English, a course in French will be hold in 
autumn 1954. 


Venereal diseases are complicated. We are far from having so widespread 
and generally accepted an attitude of ‘ Let’s put it down by every available 
means ” as we have in the case of, say, smallpox or tuberculosis. From a moral 
and religious point of view, the value of mechanical and chemical methods of 
prevention, and the advisability of making these methods known-or even 
available-are still subjects on which opinions differ widely and on which 
discussion-if discussion be possible-is frequently acrimonious. 

By intelligent use of the latest methods of treatment, by the improvement 
of living conditions, by proper education and co-ordinated international action 
it may be possible to eradicate venereal disease completely. 


—Dr. E. H. Hermaus, Director of the Rotterdam Port Demonstration 
Centre Rotterdam, Holland thro W H O Press Release, New Delhi. 
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Leprosy 

Considering methods of leprosy control, The Expert Committee on Leprosy 
endorses the statement made at the Fourth International Congress for Leprosy 
(Cairo, 1938) to the effect that leprosy “is an infectious disease spread princi- 
pally by direct contact, and possibly by indirect contact...As with other 
infectious diseases, the aim is to discover cases as soon as possible in order to 
control the spread of infection to the community, and in order to give the 
patient the benefit of treatment’. Modern treatment is, in fact, regarded as 
“the most potent, generally applicable weapon now available in the control of 
the disease”. The report describes a dispensary system, aiming at the early 


detection and treatment of cases, which is felt to be essential in the organiza- 
tion of leprosy control. 


In respect to isolation, and from an administrative point of view, leprosy 
cases should be classified as infectious (“open”) or non-infectious (‘‘closed”’), 
even though it is recognized that there are degrees of infectiousness. Only 
cases considered infectious need to be subjected to some form of irolation, but 
all cases require treatment. It is pointed out that there are variations according 
to country and area with regard to the degree of isolation of infectious cases 
necessary, the methods of securing it, and the amount of compulsion required. 
Attention is drawn to the disadvantages of compulsory isolation. Because 
patients fear to break up their families and to leave their dependants unprovided 
for, and, still more, because they fear an indefinite stay in the leprosarium, they 
tend to conceal their disease at a time when treatment would be most effective 
and when they are a danger to their contacts. The need for education of the 
public concerning the nature of leprosy is stressed, since “public opinion ranges 


from callous indifference to panic, and the patient and his relatives are often 
subjected to barbaric cruelty”. 


Sulfone treatment is stated to be “greatly superior to previous forms of 
treatment”. It was long believed that DDS (d-aminodiphenyl sulfone) was 
too toxic for use in human beings, but ‘“‘experience in thousands of cases of 
leprosy in several countries for a period of over four years has shown this 
belief to be erroneous, provided the dose is suitably regulated’’. Treatment 
with thiosemicarbazones and other therapeutic agents, supplementary therapy, 
physiotherapy, surgery, and orthopaedics are also discussed in the report. 


Possible prophylaxis by means of BCG has been studied in some countries, 
particularly Brazil; further investigations, it is felt, are needed to confirm the 
preventive value of this vaccine in leprosy and are accordingly recommended. 


Other subjects dealt with are the epidemiology of leprosy, classification of 
cases, immunology (in which details concerning the lepromin test are given ), 
and the significance of histopathological examinations. 

—Chron. Wid. Hith. Org., Pp. 291, Oct. 53. 
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Venereal Disease Control in Paraguay 


The programs in the urban and rural zones in each locality were carried 
Out separately, Intensive programs, numbered from I to VI according to the 
date on which the work started, were executed in each of these zones. 


Mention is made of the experience in the urban zone of San Lorenzo, where 
89% of the population from 15 to 50 years of age voluntarily requested blood 
examinations, as a result of intense health education and information work. By 
making “‘ house-to-house” visits it was possible tocover 93% of the 15-50 
age-group. This is the first time that the ‘ house-to-house " method has been 
used in Paraguay for venereal disease control. 


The examination of blood samples was made at the scene of the work. 
This too is the first time that such facilities have been made available to 
communities distant from the main population centers and having no public 
health services of their own. The VDRL microflocculation technique was 
used, Positive serological cases were confirmed later by other techniques, in 
the Central Serology Laboratory. Of the total of 8,020 blood extractions, 
1,138 were positive, representing 14.18% sero-positivity. 


Whenever serological analysis of the blood samples was made at the scene 
of the work, it was possible to treat practically 100% of the positive cases dis- 
covered. When it was not possible to give such service to the people, the per- 
centage of persons treated varied from 40 to 60%, or more depending on the time 
elapsed between the time of extraction and the delivery of the results. 


Positive cases were treated as soon as the results were obtained, usually 
about two hours after the blood was extracted. Of the total serologically posi- 
tive cases 1.138, or 100%, were treated. PPAM was used in single field doses of 
1,200,000 units. In all positive cases the necessary epidemiological work 
was done. 


In the investigation of cases, preference was given to locating pregnant 
women so as to be able to do effective work for the prevention of syphilis in 
utero. In San Lorengo, for example, with the cooperation of the Teachers 
Volunteer Group, it was possible to examine 115 pregnant women, representing 
5.69% of the total number of women examined in the community. Of this group 
of pregnant women, 10.5% were sero—positive cases. 


It is pointed out that the process of following a case through could be 
completed in the space of about 8 hours; information and health education, 
extraction of blood and serological analysis, examinations and treatment of 
cases and their contacts. 


—Boletin de La Oficina Sant. Pan Americana, Aug. 52, Pp. 146. 
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Venereal Infections Produced by Protozoa 


In addition to certain viruses and fungi, the genital tract is infested with 
protozoa such as Trichomonas vaginalis, Giardia, lamblia, Endameba 
histolytica, and Balantidium coli. In view of the increasing incidence of non~- 
bacterial infections, it is essential that dark-field examinations be made of all 
genital discharges, if possible while they are fresh or, when this is not feasible, 
using unstained fixed smears. With this procedure, time is saved, the patient's 
discomfort is lessened, and the cost of medical care is reduced. 

—Boletin de la officina Sanitaria Panamericana, P. 180., Aug. 1953. 


Challenge of Syphilis 


The control of syphilis today is not considered a problem basically different 
from that encountered with other communicable diseases. The situation was 
quite different, however, before discovery of the therapeutic action of arsenicals, 
bismuth and, much more recently, antibiotics. At the time when mercury and 
iodine were the only weapons, some specialists applied no treatment at all, 
believing all therapy futile. 


The active use of new resources, particularly in the early phase of the disease, 
has led to a sharp decline in syphilis morbidity and mortality. In a number of 


- large cities of the United States, many antivenereal clinics and dispensaries 
have been closed for lack of patients. This decrease in incidence is not a local 
or isolated occurrence, but rather a definite trend recorded in all countries having 
statistical data available. 


It has recently been observed that intensive individual treatment of patients 
is not sufficient to achieve best control and possible eradication of syphilis, and 
that there is not direct correlation between effort and money required to solve 
the problem and the decline in syphilis morbidity and mortality. In fact, the 
fewer the patients the more difficult it will be to locate and treat them. 


It would appear that the most logical way to cope with the problem today 
would be to establish a health service on a solid epidemiological basis, while 
giving due attention, of course, to the therapeutic end. Fortunately, numerous 
antibiotics with curative action greater than ever before known, are available 
or the treatment ‘of patients and contacts. The problem, then, is to succeed 
in applying available therapeutic resources to the patients and to the majority 
of their contacts. 


The experience of the program undertaken in Haiti for the eradication of 
yaws appears to have demonstrated the effectiveness of mass treatment of a 
treponematosis by the method of seeking the patients in their homes instead of 
waiting for them to come to the dispensaries, This program has also shown 
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that the application of prophylactic doses of penicillin to members of the house 
hold reduces the number of reinfections to less than 1% of patients treated. 
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With the progressive reduction of the foci of infection, infective cases can be 
eliminated and the disease limited to a small number of remaining cases of no 
public health significance. When this goal is achieved, there must be an efficient 
and alert health organization to root out any sporadic foci through proper treat- 
ment of discovered cases and their contacts. 


Public health workers thus find an ideal field in which to prove, in practice, 
the effectiveness of a service which, according to present belief, should lead- 
eventually to the elimination of syphilis. 


—Editorial from Boletin de la oficina Sauitari Panamericana, Aug. 1952, P. 209 


Prevention of Neurosyphilis 


With reference to the fight against venereal diseases conducted in Poland 
since 1948 author is discussing the principles of an action of neurosyphilis preve- 
ntion. He analyses indications for lumbar puncture and the time of its perform- 
ance in different groups of patients. Further he discusses the rules of a correct 
interpretation of the results obtained by means of spino-cerebral fluid examination 
compared with the results of clinical examination. Difficulties of diagnosis as 
well as possibilities of mistake are considered. 


Finally author points to the fact that prevention and early diagnosis of | 
neurosyphilis belong to the task not only of the syphilologist, but also of the 
general practitioner in the country, although the assistance of a specialist in 
neuropathology may be necessary. 


Otrzymano: 2X.1952 in Przeglad, Derm. I Wenerol. Vol. III No. 2, 1953. 


Silicone~Based Cream Protects Workers’ Hands Against Irritants 


A cream containing silicone (polymethy! siloxane) rubbed on the hands of 
workers coming in contact with irritative and allergenic materials reduced the 
incidence of skin diseases in a large industrial plant, Dr. Raymond R. Suskind, 
Associate Professor of Dermatology and Syphilology at the University of 

5 Cincinnati of Medicine reported at the annual meeting of the American Medical 
Association in New York City. 


To form a protective cream, 52.5 per cent silicone fluid is mixed with an 
inert clay, known as bentonite. The mixture may be applied as a thin, inconspi- 
cuous film to the hands or other exposed parts of the skin prior to going on the 
job, and it may be removed at the end of the work period. 


In one large industrial plant, it was pointed out, the cream was made 
available to 146 workers in five different departments in which substances pote- 
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ntially hazardous to the skin were employed. These substances included rust 
preventives, a variety of petroleum fractions and water-soluble irritants. 


“The skin complaints in 75 per cent of the cases due to cutting oils and in 
86 per cent of the cases due to soluble coolants subsided following the introdu- 
ction of the cream protectant. There was little or no improvement in cases of 
skin irritation caused by immersion of the hands in kerosene.” 


The cream now has been used continuously in one plant for seven months, 4 
with no harmful effects to the skin being noted, he added. He emphasized that 
the cream is not a therapeutic agent, but a prophylatic measure to limit the 
contact of a worker's skin to many skin irritants and sensitizers used in 
mdustrial operations. 
—Ind. Ji. of Pharmacy, 9, 53, P. 218. 


Dermo-Quinol is a 4% lodochloroxyquinoline in a 
vanishing cream base. It is remarkably effective 
in the cure of almost all forms of Pyococcal in- 
fections of the skin, such as ‘Impetigo’ ‘Folliculitis’, 
‘Impetiginised Eczema’, ‘Angular Stomatitis’, ‘Post 
Auricular Dermatitis’, ‘Furunculosis’, ‘Perionychia’ 
(chronic). It is also an ideal agent for the treat- 
ment of chronic ulcers which do not respond to 
ordinary medicaments. 


East India Pharmaceutical Works Ltd., 


11/1/4, RUSSA ROAD, * CALCUTTA~26. 
Phone : South 2801 
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FROM OUR BOOK SHEL | 

THE SCALP IN HEALTH AND DISEASE: By Howard T. 
Behrman; Published by C. V. Mosby Company, 3207 Washington Boulevard, 
Saint Louis 3, Missouri; Pages 566. 

The book is an exhaustive manual on the problems of the hair and scalp 
which is an important segment of Dermatology. It contains an up-to-date 
descriptions on the anatomy, physiology and chemistry of hair, its endocrinology, 
anthropology and embryology, disorders and diseases of the scalp including 
anamolies, alopecias, malformations, new-growths and neurodermatoses, and the 
treatment of these lesions. It also includes discussions on scalp nutrition, 
hair-growth, daily hygiene of hair and scalp, the various hair applications in 
common use like shampoos, dyes, bleaches, hair lotions. Besides it contains 
many other useful informations about hair and scalp. 


Such a mine of information is condensed and presented in simple and lucid 
style in this book which will be of great use to dermatologists and general 


practitioners and also to many others who are interested in the problems of hair 
and scalp. 


The paper and printing are excellent and the illustrations are of high a Se 


DERMATOLOGY IN GENERAL PRACTICE: By Jacob Hyams 
Swartz; Published by Williams & Wilkins Co., Mt. Royal and Guilford Aves., 
Baltimore 2, Maryland; Pages xxi + 582: Price $11.00. 


This book is a comprehensive treatise in Dermatology. The logical arran- 
gement of the chapters, the descriptions of simpler facts of dermatology. 
proceeding to the common skin diseases as met with in daily practice, giving the 
essential clinical features, their differential diagnosis and the common therapy of 
each disorder make the book a valuable manual for a medical student in his 
introduction to the speciality and to the general practitioner in his successful 
handling of the dermatological cases. 


The language is simple and lucid and the illustrations are numerous, exce-, 
lent and instructive. The paper, printing and binding are nice and the nano 
get up is very attractive. + 


PROGRESS IN VENEREOLOGY; By R. R. Willcox; Published 
by William Heinemann Medical Book Ltd., 99 Great Russell Street, London, : 
W. C. I. Pages xii 1965 Price 21s. net. 

This small book contains the summary of the important progress in the’ 
field of venereology since the last decade or so. The advent of various antibiotics 
during this period has strikingly simplified the treatment of these disorders. 

The book contains 1700 references anda few illusttations. Though the 
book is not intended as a manual on venereology it can be useful in knowing the 
latest advances in this field. 
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SYPHILITIC OPTIC ATROPHY: By Walter L, Bruetsch; Published 
by Charles C. Thomas, Springfield, Ill., U. S. A.; Blackwell Scientific Publica- 
tions, 24-25 Broad Street, Oxford; Pages xi + 138; Price 40s. 


The blindness due to Syphilitic Optic Atrophy which sets in slowly some 20 
years after in primary infection is, as explained by the author, can be prevented 
if it is diagnosed in the early stages and by early application of latest anti-syphi- 
litic therapy. This small book contains the latest information on the pathogenesis, 
diagnosis and treatment of the disease. 


According to the author the disease can be eliminated by early diagnosis 
which, depends on the close study of peripheral visual fields and early institution 
of malaria and penicillin therapy instead of arsphenamine. 


' The author is to be congratulated for bringing forward this most important 
monograph. The language is simple and lucid and illustrations are beautiful 
and numerous. It will be of immense value to syphilologist, neurologist and 
ophthalmologist and also to the general practitioner. 


CONTROLLED PARENTHOOD-A practical handbook on Birth 
Control: By Reynold H. Boyd, 5th edition; Published by Research Books 
Ltd., London, Pages 68; Price 5s. net. 


The future of the world depends on two things firstly, in an effective attempt 
to ban the destructive atomic weapons and secondly in propagating effectively 
the use of contraceptions to control the growth of population. 


The author Mr. Reynold H. Boyd explains the purpose of contraceptives 
and emphatically says that there is no evidence to prove that it is in any way 
harmful. 


The author explains very lucidly the reasons and necessity for contraceptions 
e. g. Eugenic reasons and Health reasons etc. He then explains the normal 
span of futility, fertility, continence and coitus interruptus, safe periods, sterilisa- 
tion in a simple style. He then proceeds to deal with the various methods of 
contraceptions with their relative merits and demerits. He is of the opinion 
that safe period from tablets etc., are all risky. Sheath and Dutch cap with 
suppository can be classified as to come under nearly 100% safe. 

The book serves as a good guide to all practical men and women keen on 
knowing the real advantages and proper use of contraceptions. The style is 
simple and readable. Also the author has listed up 13 popular fallacies and 
points out where they have gone wrong. 


The glossary is particularly helpful to the lay reader. 
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of Venereal Diseases and 


Special Features : 


with Venereal Diseases and allied subjects with an 
International Board of Specialist Collaborators. Esti. in 1935) 


@ It always aims to present original articles of outstanding value dealing with the patho- 
. logical, clinical, sociological, and historical aspects of these dreadful diseases. 


1 @ It includes also sections of international progress in combating Venereal Diseases, 


current medical literature of world contemporaries, and book reviews. 


- the General Practitioner. 


@ It is published quarterly, i.e. March, June, September and December of tine year, wil 
each issue contains about 60 pages and is illustrated. 


‘© Ite annual subscription is, Rs. 7/8 (India). Sh. 18 shillings or $3.75 dollars (Foreign), 


payable always in advance ; single copy Rs. 2/- (postage free in all cases ). 
@ It is edited by Dr. U. B, NARAYANRAO ( Editor, MEDICAL DIGEST). 


Rates of Adds. 


Space Rates per 
Facies or between 
Ordinary Reading matter Cover Pages 
Front & 
Full Page Rs. 150 Rs. #30 Inside 
Half Page ” 100 " 125 Rs. 250 Rs. 200 
Quarter Facing inside covers Rs...180 


Colour adveriistmente are accepted at special rates. Any other Taxes which may 
* be levied in future wili be charged extra on all the above rates. 
ae ae blocks etc. should reach this office within 25 days of . 
bee the publication dates of the issues. 


oF This cancels all the previous rates, 


A specimen copy can be had at Re only, payable in adosnes, 
Editing and Publishing Offices: 
“MEDICAL DIGEST ” (Publishers), 


Gram: MEDIGEST. 


| Phone: 22305. 
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